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REFLECTIONS ON THE HEALTH 
CAMPAIGN 


$y Viscount DAWSON OF PENN, M.D., B.Se., F.R.C.P. 


THe fact that the Health Campaign is being 
opened by the Prime Minister, who has devoted so 
much of his political life to the cause of Health, and 
that he has by his side our dynamic Minister, 
Sir Kingsley Wood, gives promise of a successful 
inauguration of a considerable venture. 

Success, as distinct from mere publicity value, will 
depend upon the compass and direction of the cam- 
paign. Had the Ministry taken counsel with the 
medical profession while the campaign was being 
planned, its programme might have been shaped 
differently ; for it has to be remembered that a 
health campaign is a larger and more complex under- 
taking than, say, a campaign to extend the benefits 
of the postal and telephone services, or a campaign 
to improve recruiting. The work of the Ministry of 
Health is so voluminous and varied that the compass 
of the campaign will need to be defined and directed 
so as to prevent public interest from being dissipated ; 
nor, in these days, when public attention easily tires, 
should the campaign outstay its welcome. 

I suggest that subjects on which the Ministry and 
the medical profession have not worked out a clear 
and settled policy should be excluded from the cam- 
paign, because light and leading would not be forth- 
coming. I will take as an example hospital services. 
Fancy two systems of hospitals in a town—voluntary 
and municipal—without any coérdinating authority 
to secure a pattern of services and the financial and 
other conditions under which those services are 
available. It is true that a report on this subject 
has been in existence since 1920, but no effort has 
been made to implement its recommendations or 
replace the latter by better ones. Nor can the useful- 
ness of the communal services be extended, unless 
and until responsible coéperation between the doctors 
of a district and the medical officers in the service 
of the local authority has been organised. 

Again, what is to be the tune of the propaganda 
in connexion with the campaign? There is a fear 
that when laymen commend the greater use of health 
services, citizens will gain the impression that they 
have only to sit still and receive benefits—‘ Shut 
your eyes and open your mouth, and see what a 
surprise!” After all, it is only natural that legis- 
lators should put the weight of emphasis on environ- 
mental measures which they devise, and certainly 
theirs is the more popular gospel. On the other hand, 
the doctor knows that in the last resort healfh depends 
on the individual man—his knowledge, still more his 
respect for knowledge, and his will to live healthily 
and save himself. The average doctor would put more 
reliance on quiet education in smaller communities, 
and would be rather shy of mass meetings preceded 

by a parade of posters, which might give the impres- 
sion that the Ministry was extolling its own doings, 
and affording hopes of “rare and refreshing fruit ”’ 
in the future. 
A HEALTHY RACE 


It has been indicated that constructive measures 
tcu*kecure the rearing of a healthy race from before 

1 Ministry of Health: 
vision of Medical and Allied Services, 
1920. (See Lancet, 1920, 1, 1183.) 
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birth to full growth will be in the forefront of the 
campaign. May I express the hope that these measures 
will be the beginning and end of the campaign, to the 
exclusion of all other services? To-day it is of 
national importance to plan for a fit race. In former 
days, Nature by her harsh methods went far to secure 
the strong and sturdy by the struggle for existence 
and survival of the fittest ; in short, by high death- 
rates which eliminated the weaklings. To-day the 
weaklings are preserved in large numbers, are sup- 
ported partly or wholly by the community, marry 
and produce bad strains, and do damage to the next 
generation. Our policy must secure the rearing of 
fit children, and replace Nature’s method of killing 
the weaklings, by a constructive selection of the 
fittest in body or mind, and enabling them to occupy 
the front ranks of their generation. The best of 
these would become the leaders of their day, and in 
their turn produce a high-grade progeny. 

These ends are likely to be secured by such measures 
as :— 
(1) The provision and availability of good midwifery. 

(2) The instruction and care of those who wish or expect 
to become mothers. 

(3) Infant welfare clinics. 

(4) The study and application of the laws of nutrition. 

(5) Coérdinated education of the body and of the mind 
the teachers of both coéperating with the school doctor. 

(6) The provision of the many and various means of 
physical recreation and especially for urban populations. 


I will pass further to consider these measures. 

(1) Good midwifery.—It would seem that the 
comprehensive measures recently passed by Parlia- 
ment under the guidance of Sir Kingsley Wood 
are likely to meet this need. 

(2) and (3) Motherhood clinics.—I would urge 
that the prenatal and infant welfare clinies should 
become part of a more comprehensive service, 
which I would style ‘“ motherhood clinies.”” Such 
a service would embrace those who are contemplating 
marriage, those who are contemplating motherhood, 
expectant mothers, and their infants—in short, the 
complete maternal cycle. Is there any calling in 
life for which there is less education than for that of 
marriage ? Knowledge is strength. It is needed 
for the understanding of the claims and implica- 
tions of sex, for the undertaking of the natural 
process of pregnancy, and without undue and avoid- 
able delay. Access to such a clinic would prevent 
those disharmonies which in cases innumerable 
create a sense of failure, and would often preserve 
the perplexed from that slippery slope of discontents, 
distempers of body and mind, with the dangers of 
frustrated marriage and an ill-nurtured family. 
It is true that such a clinic would have to include 
advice on contraception. And why not? It is now 
an accepted principle that parenthood should result 
from choice and not from chance, and the choice 
of the occasions for parenthood carries with it the 
necessity for contraception. On the other hand, 
married people often need and welcome advice 
as to the desirability of adequate parenthood alike 
in the interests of themselves and their families. 
Is it not time to hope that the Ministry will hence- 
forth recognise that deliberate spacing of children is 
an accepted practice, and in this and other such 
questions be guided by realities and not by political 
considerations ? 

(4) The growth of the science of nutrition unfolds 
the prospect of a raised standard of physical and 
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mental vigour if the new knowledge can be applied 
in the feeding of the people. In_ brief, certain 
substances are needed for a complete diet, such as 
milk, fresh vegetables, and fruit. The provision 
of these substances at a cost within the means of the 
people would involve a new policy of food-supply. 
And further, no plan of improved nutrition will 
avail its purpose unless households learn how to 
buy good food and how to cook it. Malnutrition 
as often results from wrong feeding as from under- 
feeding. It is welcome news that Sir Edward 
Mellanby is making a pronouncement on this subject. 
(5) and (6) Physical education and _ recreation. 
The Board of Education is active in enlarging its 
plans for physical education during school hours, and 
encouraging facilities wherever possible for games 
and recreative training, and the recently instituted 
National Advisory Council for Physical Training and 
Recreation, supported by the Government and with 
Lord Aberdare as chairman, and Captain L. F. 
Ellis as secretary, is stimulating and guiding local 
effort to organise recreative training throughout the 
country ; and there is to be founded a training 
college in order to supply teachers for physical 
education and organisers of recreative training, and 
to give a course of instruction to boys selected for 
outstanding qualities, in the hope of creating a body 
of Youth Leaders. Further, there is evidence amongst 
the youth of the country of a growing zest in the 
pursuit of fitness, and a sense of its necessity,if England 
is to maintain pride of place in the world. The 
national campaign should quicken these currents 
of thought and convert them into action. 


DEAFNESS 
PREVENTION VERSUS PALLIATION 


By A. TumarkIN, M.B. Liverp., F.R.C.S. Edin., 
D.L.O. 
HON. AURIST TO THE BOOTLE HOSPITAL AND CONSULTING 
AURIST TO THE BOOTLE EDUCATION COMMITTEE 


Tue disabilities and misfortunes of the deaf are 
at last beginning to receive reasonable attention. 
Electrical means of sound amplification are making 
it possible to educate almost all deaf children, while 
the deafened adult is being encouraged by portable 
hearing-aids and various organisations to battle 
against his limitations and take his part as a normal 
member of society. 

It would, however, be singularly unfortunate if 
these excellent schemes should by their very impor- 
tance and success overshadow other problems that are 
even more important and pressing—I refer to the 
prevention of deafness. No matter how grandiose our 
schemes for the palliation of established deafness it 
is folly to neglect any measure that can diminish its 
incidence. Yet such a neglect is widespread. <A 
recent publication of the Medical Research Council 
(Kerridge 1937) shows that well over 30 per cent. 
of juvenile deafness is due to middle-ear suppuration. 
These unfortunate children need educating by the 
most elaborate and expensive methods, and at best 
they will be sadly handicapped in the battle of life. 
It is my present thesis that most of them need never 
have lost their hearing at all. In deafness following 
meningitis and mumps the lesion is usually central 
and consequently incurable. Much commoner, how- 
ever, is the type that follows scarlatina, measles, and 
diphtheria, and this is a result of protracted and 
badly treated middle-ear suppuration. 
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AVOIDABLE ERRORS 

Most patients with scarlatina and diphtheria are 
admitted to hospital, and it is possible to treat any 
acute otitis media that may arise from the very 
beginning. I have shown (Tumarkin 1935a) that with 
rare exceptions the otorrhca can be cured in less than 
three weeks ; many take much less. Mastoidotomy 
is seldom necessary but in suitable cases is extremely 
valuable. Even apart from the transmission of 
infection no patient with otorrhea should be discharged 
from hospital. This is by no means a novel idea, yet 
I believe it is honoured in the breach only too often. 
On the one hand children are kept in hospital for 
month after month with their ears pouring pus, when 
efficient conservative treatment or possibly a timely 
mastoidotomy could cure them. Alternatively, and 
worse still, they are discharged and told to attend 
for treatment at some out-patient department. This 
long-continued suppuration inevitably destroys hear- 
ing and when bilateral sets the child on the road 
which leads to the special school. 

CasE 1.—A boy was admitted some ten years ago on 

account of scarlatina to one of the largest fever hospitals 
in the north of England. He developed bilateral otorrhea, 
and was eventually sent out and advised to have his 
tonsils removed. His parents took him to an otologist 
who duly removed his tonsils and ordered ear drops. A year 
later, as the ears were still discharging, a second otologist 
was consulted. He, chagrined to find the tonsil foss# 
bare, ordered more ear drops. There the matter was left 
until two months ago when the patient—now a young 
man—discovered to his dismay that he was too deaf to 
cope with his work. I found bilateral otorrhcwa. The left 
drum was almost destroyed, and the right auditory 
canal was full of polypoid granulation tissue. Fortunately 
after the most laborious treatment the polyps were cleared, 
leaving a drum with a comparatively small perforation. 
The right ear is dry for the first time in ten years. The 
left ear is almost dry but a little mucus escapes from the 
Eustachian orifice. This young man now hears better 
then ever he can remember, and tackles his work with 
confidence. 
It cannot be denied that efficient treatment in the 
beginning would have cured him much more easily 
and spared him years of misery. It may be argued 
that conditions are better now than ten years ago, 
but at a meeting of medical officers of health (Tumar- 
kin 1936) which I addressed on this subject I was 
informed by one speaker that otorrheea in his hospital 
was known to drag on for as long as six months. 

So much for otorrhcea in hospital. How much 
worse off are we with the otorrhea occurring outside ! 
Measles, influenza, pneumonia, and so on are treated 
at home. Otitis supervenes and is treated with 
drops. Of course many cases recover spontaneously ; 
nevertheless only too often the otorrh@a drags on 
needlessly, causing permanent perforation of the 
drum, destruction of ossicles, and predisposing to 
future relapses, even if in fortunate cases it does dry 
up temporarily. In others, owing to lack of treat- 
ment, the infection becomes chronic as in Case 1. 
I have shown elsewhere (Tumarkin 1935b) that 
probably 50 per cent. of chronic otorrhea that 
has resisted out-patient treatment can be cured by 
conservative measures in hospital. The remainder 
require a radical (or modified radical) mastoidectomy. 

But these cases should never occur. Chronic 
otorrhea is a lasting reproach to the medical pro- 
fession. Blame must be apportioned to general 
practitioners, otologists, and medical officers of 
health alike. Efficient coéperation between all three 
could soon make the “chronic ear” a pathological 
curiosity. Actually it is one of the commonest causes 
for the rejection of recruits and the invalidism of 
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regular soldiers. It is true that most large towns 
have some sort of aural service, but I do not believe 
there is a single municipality in the country which 
has reached full efficiency, and I am satisfied that 
in many districts the most appalling neglect persists. 
Public health officials are still hypnotised by the 
problems of the school-child to the exclusion of 
others. It should be realised, however, that otorrha@a 
is widespread in pre-school infants. Many of these 
cases escape attention, others reach the general 
practitioner or the toddlers’ clinic. The difficulties 
of treating a nervous school-child are enormously 
increased in a screaming infant. Consequently, 
unless pious hopes and carbolic drops are followed 
by a spontaneous cure, little more is done. 

Every case of acute otitis media lasting more than 
two, or at most three, weeks should be automatically 
admitted to hospital. It is the experience of every 
otologist that the bulk of such cases, under efficient 
conservative treatment, can be cured within a few 
days. Of the remainder a few may be lucky enough to 
develop the classical signs of suppurative mastoiditis, 
and are submitted to a mastoidotomy that usually 
cures them. The residue are only too likely to 
develop a chronic otorrhea. These unfortunates 
start their school life with an established otorrhea 
of years’ standing—candidates for the schools for 
the deaf. 

CasE 2.—A boy aged 2} had been ill in a hospital with 
pneumonia during which he developed bilateral otorrhaa. 
On recovering from the pneumonia he was sent to a con- 
valescent home. On his return home as the ears were still 
pouring pus he was brought to my out-patient clinic by 
his mother. I admitted him for routine treatment, 
which failed. He was thereupon subjected to a double 
mastoidotomy and was discharged from hospital a 
month later with two dry ears. 


In this instance the child’s hearing has been preserved 
thanks to the acumen of his mother. Far more often, 
however, the otorrhea is ignored by harassed parents, 
with the inevitable result. 


METHOD OF TREATMENT 


It may not be out of place here to outline the 
methods I advocate. 

Acute otitis —To begin with trained workers are 
essential. Few nurses, indeed few doctors, and cer- 
tainly no parents, are capable of cleaning an inflamed 
ear. Nevertheless anyone can be shown in a few 
lessons how to undertake the treatment. Constant 
practice alone will ensure the necessary dexterity. 
All my workers have the following printed instruc- 
tions constantly before them. 


HOW TO TREAT A RUNNING EAR 


Asepsis Antisepsis 
Sterilise your hands 

Sterilise your instruments 

Use a sterile towel 

Use a fresh sterile piece of wool 
Use a proper aural forceps. 

Use a good quality (long staple) wool. 


For each patient. 


Keep the external auditory canal as dry as possible.— 
This may necessitate swabbing away discharge as often 
as every four hours. 

Protect the pinna from irritating discharge.—Smear it 
lightly with a mild mercurial ointment. 


TO MOP AN EAR OUT 


First swab all the pinna with spirit. Then tease out a 
long narrow pledget of wool. There must be no loose bits 
which might get lost in the depths of the meatus. 

Never force a fat swab down the ear.—It will act like the 
piston of a syringe and drive pus back into the tympanum 
and possibly even into the mastoid. 
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If you use a narrow pledget, the pus will exude out past 
it as you push it in. 

Remember the auditory canal is not a straight tube.— 
Consequently, your straight forceps will not go into it, 
but will bump against the anterior wall. To avoid this, 
pull the pinna as you have been shown. No description 
will make this clear! You must learn by practice. 

Never push the forceps too far into the canal: you may 
damage the drum.—By altering your grip of the wool you 
cah push it ahead of the forceps right down to the drum 
without the risk of damage. 

After using a few dry pledgets, use a few soaked in spirit. 
This: (a) washes away residual pus ; () sterilises the meatus ; 
(c) shrinks the swollen drum and promotes drainage. 

Finally, dry out the ear again, and instil a few drops of 
the mercurochrome solution. Put a large blob of wool 
loosely into the concha. Never pack it in so firmly that 
discharge cannot get out, and never use a small blob of 
wool which might slip down the meatus unnoticed. 


The use of spirit sounds barbarous, nevertheless it 
is usually quite well tolerated. 

No more elaborate methods than these are neces- 
sary to cure the vast majority of cases within three 
weeks. Occasionally debilitated children will take a 
week or two longer. The otologist must use his 
judgment here, and in general will be prepared to 
operate. Zine ionisation, which is so valuable in 
chronic otitis media, is absolutely contra-indicated 
in the acute and subacute stages. It will infallibly 
precipitate mastoid suppuration. 

Chronic otitis media.—We may be dealing here 
with osseous disease so intractable that even the most 
radical surgery cannot achieve a dry cavity. On the 
other hand, really conscientious and persistent con- 
servative treatment, as in Case 1, will be rewarded 
in some 70 per cent. of cases by a cure. Simple zine 
ionisation is our standby. Even as used “en masse ” 
in the minor ailment clinics it has proved itself far 
superior to all other methods. Naturally however 
the best results can only be achieved by individual 
study of cases. Wherever this clinic treatment fails, 
the child is admitted to hospital for a continuation 
of his routine treatment. Even the dreaded aural 
polyp can be tackled with considerable hope of cure. 
It may be necessary to snare off the main mass, then 
attack the base with bipolar electrolysis, and only 
at a later stage to finish off with the usual mono- 
polar zine electrolysis. During the past year I have 
treated in private six such cases with complete 
success. By that I mean a cure of the discharge, 
although in most cases there is, in addition, a con- 
siderable improvement in hearing. In one recent 
case, a polyp of some forty years’ standing had pro- 
duced a pronounced enlargement of the external 
auditory canal from simple pressure. The ear was 
“stone deaf.” Treatment as outlined above finally 
resulted in a dry ear and a quite useful degree of 
hearing. - 

RECURRENT INFLAMMATIONS 

Let us now consider a type of deafness of which 
much less is known. I refer to that which is due to 
recurrent catarrhal otitis media. Pain being minimal, 
and discharge absent, the condition is liable to escape 
notice until parents or teacher realise the child is 
deaf (or more often suspect it of stupidity). Pre- 
disposing causes are very important, amounting to a 
catarrhal diathesis. Unhealthy surroundings, inade- 
quate diet, faulty hygiene, endocrine imbalance 
produce a child of definite facies and general type. 
A vicious circle is set up as follows. 


1. Repeated “‘ colds” lead eventually to infection of 
the paranasal sinuses (mainly the antrum). The latter 
naturally produces an apparently constant cold with nasal 
obstruction due to boggy turbinals and mucosa. 


cs 
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2. Hypertrophy of tonsils and adenoids (and allied 

lymphoid tissue in Eustachian tube), aggravating the 
mouth-breathing. 
3. Repeated inflammations ensue—possibly sometimes 
a true tonsillitis or suppurative otitis media, but in many 
cases a mild but generalised infection of the whole mucous 
lining of the nose, throat, and ears. The child is fretful, 
has a mild sore-throat, and goes deaf. I believe many 
cases of adult “ progressive middle-ear deafness” are a 
late result of these infantile infections. 

Such a child examined superficially in the hurried 
atmosphere of a school clinie is found to be a mouth- 
breather, subject to sore-throats. The catastrophic 
mistake is made of removing the tonsils and adenoids. 
It is not without significance that if the aurist decides 
to perform this stupid operation under wgis of the 
municipal authorities he will be paid half a guinea 
or more. If however he removes the child to hospital 
for a really scientific investigation of the sinuses or 
other possibilities he will be penalised by having his 
fee cancelled. Consequently with comparatively few 
exceptions surgery of the nose and throat in school- 
children is limited to the removal of tonsils and 
adenoids. Despite the fact that sinus disease is 
widespread (Crooks and Signy 1936), and is a potent 
cause of mouth-breathing, sore-throats, deafness, 
intractable cough, and general ill health, its, very 
existence is ignored. The toll of deafness and ill 
health mounts daily to the merry click of the guillo- 
tine. I do not deny that removal of tonsils and 
adenoids can be a very valuable procedure, but I 
do say that in cases such as these it is as unsound 
a procedure as to amputate a blacksmith’s forearm 
in order to deal with the hypertrophy of his biceps. 
The position is truly desperate when catarrhal deaf- 
ness supervenes. Nothing but the most careful 
attention to all the factors I have mentioned can 
save the child. 

PUBLIC HEALTH MEASURES 

It is obvious that efficient legislation by public 
health authorities together with the enthusiastic 
coéperation of practitioners and otologists could 
easily make the benefits of this system available 
throughout the country. 

I have suggested before that acute otitis media 
should be notifiable. Once a child has been so noti- 
fied he should be under constant supervision until a 
competent otologist has certified him as cured. Even 
as there are trained nurses for ophthalmia neonatorum, 
so also should there be trained nurses for otitis media, 
able to treat and visit sick children in their own 
homes. Any cases that resist treatment for more 
than two or three weeks must be automatically trans- 
ferred to hospital under a competent and conscientious 
otologist, no child leaving hospital till his ears are 
cured. To all this must be added a periodic re-exami- 
nation of these children for recurrence of otorrhea 
and for diminution of auditory acuity; they must 
also be excluded from swimming baths. 

Any such scheme as this must legislate for the 
child from the day he is born. It is folly to restrict 
aural clinics and such-like activities to the ‘ school- 
child.”” Very few cases would escape such a system. 
A little education of parents would ensure that they 
brought up their children as soon as the ear began 
to run. The cost of the system need not be great 
certainly no greater than the cost of trying to turn 
hordes of deafened children into useful citizens. 
The saving of human misery would be incalculable. 


CONCLUSION 


It has become quite a fashion to ascribe our failures 
in dealing with many diseases to ignorance and 
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delay on the part of the patient. Cancer, tubercle, 
hyperpiesia, &c., all will be cured if only the patient 
will report at once. But in the case of infantile 
deafness this excuse is specious. 

The achievements of preventive medicine are 
the crowning glory of our profession. Here ready to 
our hands is the opportunity for a magnificent piece 
of work. Let us not shelve the blame for its neglect 
on to the shoulders of our patients. It is true that 
all preventive medicine costs money. Legislators 
responsible for public expenditure cannot be expected 
to embark on extra outlay unless it is well justified, 
and consequently the reproach of this horrible 
affliction will be with us until we bestir ourselves— 
otologist, practitioner, and medical officer of health— 
to press more and more urgently for the reforms 
which I have outlined. 
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TuIs paper embodies the results of chrysotherapy 
in 900 cases of arthritis seen in the Arthritis Clinic 
of the Leeds Public Dispensary and Hospital, or in 
private practice, during the past four years. The 
results of treatment in the first 100 patients were 
recorded at the end of the first year (Hartfall and 
Garland 1935), and the first 400 at the end 
of the second (1936); these are included in the 
present review. As before, we have adopted the 
classification of arthritis recommended by the British 
Medical Association Committee (1933), except that no 
attempt has been made to subdivide rheumatoid 
arthritis into “primary ”’ and “secondary” types. 
In applying this classification we have been guided 
chiefly by clinical observation, but the blood sedimen- 
tation-rate and radiograms have been used in addition ; 
in a small number of cases the type of arthritis was 
uncertain, and these are recorded as “ unclassified,” 
although it is probable that many of them were 
atypical cases of rheumatoid arthritis. The numbers 
in the various groups are shown in Table I. 

The paper is divided into three parts: (a) Clinical 
analysis and results of gold treatment in 750 cases of 
rheumatoid arthritis. (b) Clinical analysis and results 
in 150 cases of other forms of arthritis. (c) Toxic 
reactions in the 900 cases. 

It should be noted at the outset that some tables in 
this paper refer to cases, whereas others refer to single 
courses of gold treatment; we have attempted to 


make this point as clear as possible in the different 
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tables. A large number of figures has been subjected 
to statistical analysis, although mathematical details 
have been omitted. 

TABLE I 


Classification of Cases 


Disease, Cases, 

Rheumatoid arthritis 750 
Osteo-arthritis a% on 68 
Chronic villous arthritis (climacteric) 23 
Spondylitis ankylopoietica 18 
Gonococcal arthritis 6 
Peri-articular fibrositis 17 
Unclassified arthritis 18 
Total 900 


Rheumatoid Arthritis 


CLINICAL ANALYSIS 


Age and sex.—Of the 750 cases of rheumatoid arthritis 
166 were males and 584 females, a ratio of approximately 
1:4. Table II shows the cases in the different age-groups 
at onset of arthritis and at the commencement of gold 
treatment. It includes 48 patients who gave a history of 
previous arthritis, usually of an acute type; in these 


TABLE II 
Age-distribution 


Cases in age-group 





at start of 


Age- at onset of 
group. arthritis. treatment. 
0- 9 we oe es 5 is os 1 
10-19 30 ot ar 7 
20-29 101 46 
30-39 166 104 
40-49 208 187 
50-59 169 242 
60-69 63 141 
70+ x 22 
Total 750 750 


the age given is that at which the present attack com- 
menced. It will be seen that in a large number of patients 
the disease commenced in the age-group 40-60. The 
age-incidence, both as regards onset of symptoms and the 
commencement of gold treatment, was approximately the 
same in females and in males. 

Duration of the disease varied from 1 month to 52 years. 
In 87 cases it was less than 6 months, in 75 from 6 months 
to 1 year, in 100 from 1-2 years, in 156 from 2-5 years, 
in 174 from 5-10 years, in 123 from 10-20 years, and in 
37 it had existed for over 20 years. 

Onset and progression.—In 458 cases the onset was 
insidious, in 250 it was acute, and in 42 subacute. The 
disease had been gradually progressive in 614, in 93 the 
progression was rapid, and in 43 the course had been 
characterised by exacerbations and remissions. In 171 
patients there was a history of constitutional upset, either 
throughout or at the onset of the disease—e.g., loss of 
weight, debility, anemia, &c. 

Disability—In order to assess the severity of the 
disease in a simple form, we have attempted to grade the 
disability. While the grouping is quite arbitrary and takes 
no cognisance of the causes of the disability—i.e., as to 
whether it was due to pain or joint swelling, muscle spasm, 
or actual contractures—yet it gives an easy method not 
only of grading the severity of the cases but of assessing 
their improvement. Our criteria for the various grades 
and the distribution of cases are shown in Table III. 
It may be objected that the criteria laid down for the first 
two groups are based on a factor (ability to do full-time 
work) which must differ greatly from individual to 
individual; we have attempted to take such variations 
into account by altering our standard somewhat in the 
ease of those whose work involves great physical strain. 
We have not been able to grade all our cases in this way, 
but those in the Table are representative of the whole 
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group. Although many cases fall into Grade 2, there is a 
considerable number whose disability is severe. 

Family history.—In 127 cases (16°9 per cent.) there were 
blood relations who had rheumatoid arthritis. This figure 
is lower than that found recently in America (Dawson 
and Tyson 1936), but it is greater than in a vandom 
sampling of the population. The number of unaffected 
blood relations is not known. 

Association with tuberculosis.—In 15 patients there was 
a previous history of tuberculosis in the form of adenitis, 
pleurisy with effusion, or tuberculous disease of bone ; in 


TaBLeE IIT 
Distribution of Disability in 534 Cases 


Grade. Disability. Cases, 
1 Slight disability, but able to do full-time work. 72 
2 Moderate disability, with ability to walk and 185 

use the arms, but unable to do full-time 
work, 

3 Ability to get about, but marked disability of 69 
the arms, causing considerable limitation 
of common activities such as washing and 
feeding. 

4 Marked disability in the legs—e.g., inability 61 
to get up and down stairs—-but moderate 
disability of the arms, 

5 Marked disability of both arms ana legs. 20 
6 Severe disability in both arms and legs, with 106 
inability to walk,and more severe disability 

of the arms than in grades 3 and 5. 

7 Very severe disability, the patient being com- 21 
pletely bedridden. 

Total .. 534 


81 further patients there was a history of tuberculosis in 
blood relations, and in 62 of these there had been actual 
contact ; in 8 additional cases there had been contact 
with the disease. There is, therefore, an association with 
tuberculosis in 104 cases (13°9 per cent.), probably an 
insignificant figure. 

Previous treatment.—302 patients (40 per cent.) had 
undergone some or all of the conventional forms of treat- 
ment, with little or no benefit in the great majority ; 
206 cases had had spa treatment, 163 had submitted to 
other forms of physiotherapy, and 79 had had vaccines 
(‘Warren Crowe,” stock or autogenous). 

Blood sedimentation-rate (B.S.R.).—We shall not discuss 
the B.S.R. in any detail in this paper; its variation in 
rheumatoid arthritis during treatment with gold is very 
complex, and we intend to deal with it in a future com- 
munication. Briefly, we agree with Forestier (1934) and 
others that the B.S.R. is usually raised, sometimes very 
considerably, in rheumatoid arthritis, and as a result of 
gold treatment a fall usualiy accompanies clinical improve - 
ment. Forestier holds the view that a persistently raised 
B.S.R. is always an indication for further gold treatment , 
which agrees with our experience. We have, however, 
found an occasional rise in B.S.R. in spite of clinical 
improvement, and although the test is a valuable thera- 
peutic index it is by no means infallible. 

Associated conditions were as follows : 

Cases. 
Hypochromic anemia— 
Hemoglobin (Haldane) : 


Cases, 
Hypertension— 
Systolic pressure : 


75-85 % a Over 220mm. Hg 29 104 

65-75 % 21 j 46 os a ne 75 

- vn Rk < ’ 

A nde T 65% : 9 Raynaud’s disease a> 1 
Addisonian anemia (1 . ‘ 
subacute combined) .. 5 | Albuminuria 3 
Psoriasis 10  Myxcedema 3 
Mitral stenosis oe 6 Diabetes .. 2 
Aortic stenosis ie - 1 Bazin’s disease 1 


In view of the fact that more than half of the patients 
were over the age of 40, it is perhaps not surprising that 
the incidence of hypertension was high. We have omitted 
to mention a number of miscellaneous conditions found 
in this series of cases, as they appear to be of no significance. 


ae 
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METHOD OF TREATMENT 

Our experience is limited to Crisalbine (May and 
Baker) and Lopion (Bayer), given intravenously, and 
to Myocrisin (May and Baker) and Solganal B oleosum 
(Schering), given intramuscularly. In our experience 
there is nothing to choose between the two routes as 
regards results or toxie reactions, although intra- 
muscular injection is often easier in the more crippled 
cases. 

The injections are given at weekly intervals. In our 
first 100 cases single doses of 0°2 g. were given and the 
total amount of gold salt in one course was approximately 
2°0 g., but for the past three years we have not given more 
than 10 g. in a course. In the past our initial dose was 
always 0°05 g. but recently we have reduced this to 
0°025 g. The first injection may be followed by an increase 
of pain, and in that case the initial dose is repeated. In 
the absence of pain the second dose is 0°05 g. and if this 
is not followed by pain the third and subsequent doses 
are 0°] g. until a total of about 1:0 g. has been given. 


A course therefore consists of about twelve injections. 
The interval between courses is at least twelve weeks, 
and if no toxic symptoms arise in this period a second 
similar course is always given. Similar courses are 
given at three-monthly intervals in any case which 
does not justify the term “cure” or any case, of 
apparent cure with a persistently raised B.S.R. ; 
further treatment is also given in the event of relapse. 
If toxic reactions arise treatment is suspended for a 
period depending on their type and severity ; this is 
usually about two months after the reaction has 
disappeared although, as will be discussed later, 
certain toxic symptoms are a contra-indication to 
further treatment. The above methods of treatment 
are applied to all forms of arthritis. 


RESULTS OF TREATMENT 


The fact must be emphasised that gold has been 
the sole therapeutic agent used in the treatment of 
all eases. We have been unable to eliminate the 
psychological effects of injection therapy, but most 
observers will no doubt agree that psychogenic 
factors do not play an important réle in the majority 
of patients. 

Of the 750 patients with rheumatoid arthritis who have 
been treated with gold during the past four years, 690 
had completed one full course at least in April, 1937. Of 
the remaining 60, 20 had ceased treatment (usually of 
their own accord) on account of toxic reactions, and 40 
had defaulted for reasons unknown, 


We have previously pointed out the difficulties 
associated with the tabulation of results in arthritis 
(1935) and the classification has been slightly modified 
in the present paper. We again use the term “cure ” 
for those patients in whom there is complete relief 
from pain and disability other than that due to 
ankylosis, and in whom the blood sedimentation-rate 
is normal. Results falling short of this standard, no 
matter how dramatic, are again recorded as “ marked 
improvement,’ but between this group and _ that 
showing “slight improvement” we are including an 
intermediate class of ‘“‘moderate improvement.” 
(These cases fell into the “slight improvement ” 
group in our previous papers.) 

Table IV shows the results in 690 patients who 
have completed one course of gold and includes all 
those seen in the past four years, many of whom have 
previously been recorded (1935, 1936). Owing to the 
very large area from which the patients are drawn 
it has been found impossible to keep in touch with 
every case, but 90 per cent. of the patients have been 
seen within the past three months; the remaining 
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10 per cent. are untraceable, and we can only state 
the results when they were last seen; in many of 


these this was as much as a year after the last injection. 


TaBLe 1V—Results 
Cases and 





tesult. percentage, 
Apparent cure .. é* oe oe 638 (9-9) 
Marked improvement .. ea oe 392 (56-8) 
~85°9 

Moderate = “s oe oa 90 (13-0) 
Slight a i a mae 43 (6-2) 
No - ee oe oe 61 (8-9) 
Worse .. és ae oe ee 17 (2-5) 
Died (various causes) .. os os 19 (2-7) 

Total ed a en “h 690 (100-0) 
Defaulted ae ee ee ee 60 

Total os in as - 750 


It will be seen that the high proportion of good 
results previously observed has been maintained in 
the present series of cases, almost 86 per cent. having 
shown improvement. As is pointed out later, the 
19 deaths include 9 cases at least of death from 
natural causes, and most of these had shown marked 
improvement before death. 

Owing to the possibility that cases may relapse, it 
is of interest to record (Table V) the results in 1937 
of the 300 cases recorded in June, 1936. 


TABLE V 


Comparison of Results after Further Observation 


1935 1937. 

Cured — o* ee ee 25 ones 35 
Marked improvement 208 eau 154 
Slight ” 45 cove 37 
No » 17 23 
Worse as oe on 1 aihtes Yj 
Died Ke es as ae 4 Sipe 10 
Untraced ee oe o< - eves 34 

Total o° én ma 300 aati 300 


While it will be noted that the number of cases showing 
marked improvement has fallen to some extent, this is 
to be explained partly by the fact that 11°3 per cent. of 
the cases have not been traced. On the other hand, the 
cases of apparent cure have risen from 25 to 35. It will 
also be seen that the deaths have increased by 6; in 2 
of these death was due to cerebral hemorrhage, in | it 
was due to diabetes, and in 3 the cause has not been 
ascertained. These three latter died approximately two 
years after the last gold injection, and it is almost certain 
that the cause of death was not connected with gold 
treatment. 


The results in relation to the different drugs used 
are shown in Table VI; this refers to patients who 
have received one or more complete courses. The term 
“mixed” is used to refer to those who have had 
complete courses of two or more different preparations ; 
this has frequently been due to difficulties encountered 
in giving intravenous injections, As we have already 
pointed out, larger doses of crisalbine were given at 
the beginning of this investigation than are given 
now, and we have classified separately patients who 
have had more than 1-1 g. of the gold salt in any one 
course. Thus “ crisalbine A ” refers to those patients 
who have had courses of 1-1 g. or less of that prepara- 
tion, whereas “ crisalbine B ” applies to cases having 


had more than 1-1 g. in any one course. Similarly 
mixed A and mixed B refer to cases which have had 
less than 1-1 g. and more than 1-1 g. of crisalbine 
respectively in any one course. The number of cases 
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which have had more than 1-1 g. of preparations other 
than crisalbine is negligible, and it was not thought 
necessary to consider them separately. 
TaBLe VI 
?esults in Relation to Different Gold Salts (Patients) 





B86) & z 
ota 1S z. 
Drug. os “ se Total. 

No. No. No. | No.| No. | No.| No. 
and and and /and and jand and 

Lopion ee 41 214 49 27 31 x 9 379 
(10°8) (56-5) (12-9) (7-1) (8-2)/) (2-1) (2-4) 

Solganal .. $ 57 14 6 10 | 3 2 96 
(4-2) (59-4) (14-6) (6°3) (10°4)/(3-1) (2) 

Myocrisin .. 0 15 5 1 2 0 2 25 
(60) | (20) | (4) (8) (8) 

(A 8 13 3 3 4 0 3 34) 

Crisal- . (23-5) (38°3)) (8°8)) (8-8) (11-8)| (8-8) 74 
bine (|B 9 18 2 : 2 2 10, ° 

(22-5) (45) | (10) | (5) (7-5) (5) (5) 

A 1 | 42 | 13 1] O4,.81- 0} Ve 

Mixed f (1-4) (58-3) (18-1)) (5-5) (12-5)) (4-2) leas 

|B 5 33 2 0 ee 1 44) 
(11-4), (75) (4-5) (4°5)} (2-3) (2-3) 

Total 638 392 90 43 61 | 17 19 690 
(9-9) (56-8) (13-0))(6-2)) (8-9)) (2-5) (2°7) 


Imp. = improvement. 

It will be seen that the results are better in the 
crisalbine B and mixed B classes than in the crisalbine 
A and mixed A classes, and statistical analysis shows 
the difference to be significant. There is evidence 
from these figures, therefore, that the larger doses 
give better results than the smaller ones. 

The results for the different drugs have also been 
subjected to statistical analysis, and it has been 
shown that the higher number of ** cured ” cases in 


TABLE VII 
Relation of Results to Number of Courses 





3 g a z Sa oe Z 3 
5 | g8ie¢s Si 42 5 
‘1 einifei= | “| s{> 
Courses, &@ be ies; te Se ss a 
No No No. No No. No. No. 
and and and and and and and 
1 342 45 157 50 25 37 11 1 7 
(13-2) (45-9) (14-6) (7-3) (10-8) (3-2) (5) 
2 253 19 162 31 17 18 5 1 
(7-5) (64)  (12°3) (6°7) (7:1) (2) (0-4) 
3 70 3 56 8 1 - 1 1 
(4°3) (80) (11-4) (1-4) (1:5) (1°4) 
4 24 1 16 1 -= 6 _— 
(4:2) (66-7) (4-1) (25) 
5 1 ~- 1 — — ~ — 
(100) 
Total 690 68 392 “90 “43 : 61 17 i 19 : 
the crisalbine A and B classes is significant. The 


interpretation of this, however, is doubtful as the 
transference of 8 of the “cured” cases into the 
“marked improvement ” class would make the per- 
centages practically the same for all drugs. Thus it 
would appear from our figures that although the 
chances of improvement are practically the same with 
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all drugs, there may be a greater likelihood of cure 
with crisalbine than with other preparations. 

In an attempt to discover the factors that influence 
results of treatment, full statistical analysis has been 
carried out on the inter-relationships between duration 
of disease, disability, and results of treatment in 534 
cases where all three facts were available. To save 
space we have not published the detailed tables, but 
the following conclusions appear to be justified : 
(1) As would be expected, there is a significant associa- 


tion between 
duration and wy 
disability, the Bhi 
: e ‘ 50 ¢ 
disability 
ites ilw ve) i % 
ate adily becom Before treatment, 
ing worse - as 10 4 
duration in- 
creases. (2) 
Similarly the 


results of treat- 
ment become 
significantly 
worse dura- 
tion increases. 
(3) The associa- 
tion between 
disability and 
result is not so 
simple. The 
results in Grade 0 
1 disability are 50 4 

4 


as 








relatively poor, 
but there is an 
improvement 





until Grade 3 Showing improvement 
after treatment (shift 
is reached and 4 to left). 


then a gradual 





worsening with °° 
increasing dis- 
ability. The 
explanation of 20 
this is not quite 
clear, but it 
might be 10 
accounted for 


by difficulties in 
the diagnosis of 
early and mild 
cases of rheuma- 
toid arthritis. 

The Figure is a graphic representation of the altera- 
tion in disability as a result of treatment. The black 
columns represent the percentages of cases in the 
various grades of disability. A pronounced shift to 
the left is seen. 

We have previously suggested (1936) that every 
patient should have at least two courses of treatment, 
and this is borne out by Table VII. The first line 
shows the results in cases which have had only one 
course of treatment ; the possible reasons why these 
patients have not had second courses are three—many 
had only completed their first course at the time 
the results were analysed, a few had defaulted, and 
others had had severe toxic reactions. It will be seen 
that there is a considerable increase in the number 
of cases showing marked improvement following 
multiple courses of treatment. We have made no 
reference to the stage at which improvement occurs, 
and although this is a very variable feature it usually 
commences about half-way through the first course of 
treatment. At the same time, we have frequently 
seen improvement commencing after the completion 
of the first course. 


0 1 2 3 4 5 6 
Grade of disability. 
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Relapse.—It is not uncommon to see relapse at 
some stage after the first or subsequent courses of 
gold treatment. The relapse is most commonly seen 
about 6 weeks after the last injection, and for this reason 
Forestier recommends an interval of only 6 weeks 
between courses. Owing to the delay in appearance 
of toxic reactions, in some cases for more than 6 weeks, 
we have held the view for some time that the interval 
between courses should not be less than 12 weeks. 
feeling that the risk of delayed reaction outweighs 
the danger of relapse. Relapse has occurred in 129 
of 613 cases which have been seen within the past 3 
months, and the frequency with which it occurred 
and its severity are shown in Tables VIII and IX. 


TaBLe VIII IX 


Fre quency of Re lapse Seve rity of Relapse 








i sli 2 ¢ 4 
Stage. 2 S cE; 3 > > 
$i 2 *]e!¢ 8) « 
— = “ 
After first course 81 532 613 19 45 17 8 
only. (13-2 %) 
After subsequent 41 277 «318 14 17 10 41 
courses only. (12-9%) 
After first and 7 311 318 4 3 0 7 
subsequent (2-2 %) 
courses, 





It appears that relapse is a common occurrence after 
the first or subsequent courses, but a second relapse 
is a rarity. 

Other Types of Arthritis 

Osteo-arthritis—Of 68 cases, 29 were males and 39 
females ; 7 were over 70, 29 between 60—70, 23 between 
50-60, and 9 under 50. Duration of symptoms : 2 months 
40 years (average 6°4 years). Onset: acute in 5 cases, 
insidious in 63; progress slow in all. Only one case had 
any constitutional disturbance, and in that it was slight. 
B.S.R. (average hourly reading) under 5 mm. in 21 cases, 
6-10 mm. in 22, 11-20 mm. in 20, and over 20 mm. 
in 2. There was previous vaccine or spa and other 
physiotherapeutic treatment in 27 cases. Hypertension : 
moderate in 11 cases, severein 3. In all cases the diagnosis 
of osteo-arthritis was confirmed by X ray examination. 

Chronic villous arthritis —Of 23 patients, all fell into 
the age-group 40—60 with the exception of 2 aged 61 and 
66. Duration of symptoms 3 months—10 years, Onset : 
acute or subacute in 6 cases, insidious in 17; progress 
slow in all. B.S.R. (average hourly) under 5 mm. in 11 
cases, 6-10 mm. in 3, and over 10 mm. in 7. 

Spondylitis ankylopoietica.—Of the 18 cases, 13 were 
males and 5 females, aged 22-56. Duration: 2-13 years ; 
progress gradual in 18, 2 showing acute exacerbations. 
History of some constitutional upset in 11 cases. Associated 
hypochromic anzwmia in 6 cases; hemoglobin 65-78 
per cent. (Haldane). B.S.R. (average hourly) under 10 mm, 
in 3 cases, 11-20 mm. in 7, 20-40 mm. in 3, and 
40-80 mm. in 4. Cases of rheumatoid arthritis with spinal 
involvement are not included in this group. 

Peri-articular fibrositis.—Of 17 cases, 8 were males and 
9 females, aged 26-65. Duration: 6 months—30 years. 
B.S.R. (average hourly) under 10 mm. in 12 cases, 
10-20 mm. in 2, and 42 mm. in 1. 

Gonococcal arthritts.—There were 5 males and 1 female, 
aged 29-42. Duration: 6 months-10 years. History 
of gonorrhcea in all 6. Onset of arthritis acute in 4 cases, 
and gradual in 1. B.S.R. raised in 2 cases. 

Unclassified arthritis —There were 13 females and 5 
males, aged 29-75. B.S.R. (average hourly) under 10 mm, 
in 13 cases, and in 2 between 11 and 20. Probably several 
of these were atypical examples of rheumatoid arthritis. 


RESULTS 


With the exception of the osteo-arthritis group, 
the numbers are much too small to enable us to draw 
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any definite conclusions (Table X). With regard to 
osteo-arthritis, some improvement was seen in more 
TABLE X 
Results in Other Forms of Arthritis 





o © tt & o& —s— z = 

Disease. | 5 BE ss Z= S = 

~~ - Sa Own = ae fo 

_ ~ “ = - 

Osteo- 68 0 10 ll 19 22 6 0 
arthritis. 

Climacteric 23 0 7 7 5 3 1 0 
arthritis 

Spondylitis. 18 0 5 2 8 3 0 0 

Peri-articular 17 0 2 2 6 6 1 0 
fibrositis. 

Gonococcal 6 1 2 0 1 2 0 0 
arthritis. 

Unclassified 18 5 6 3 1 2 0 1 


arthritis. 

than half the cases, but the results were not com- 
parable to those seen in rheumatoid arthritis, and we 
feel that gold is not likely to play an important part 
in the treatment of this disease. The good results 
seen in the few cases of ‘“ unclassified’ arthritis 
again suggest that some of these may have been 
atypical examples of rheumatoid arthritis. 

(To be concluded) 
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IN previous communications Telford (1932, 1934) 
reported the disappointing results of cervico-thoracic 
ganglionectomy for the Raynaud phenomenon in the 
fingers. The frequent failure to prevent the attacks 
was the more surprising because of the permanent 
success of lumbar ganglionectomy in the treatment 
of the same condition in the feet. This proved to 
be the experience of all surgeons working in this 
field of vascular diseases (Gask and Ross 1934, 
Ross 1935, Livingston 1935, Adson and Brown 1929) 
and it led directly to a belief, widely held in this 
country, and in America, that stellate ganglionectomy 
was in some way incomplete, in that it left intact 
some of the vasomotor nerves reaching the upper 
extremity. Anatomical variations in the vasomotor 
pathways to the arm were soon demonstrated (Kuntz 
1927, Sheehan 1933) and were followed by modifica- 
tions of the operation which resulted in the inclusion 
of the second and third ganglia in the excision. 

The clinical results, although better, showed that 
despite complete sympathetic denervating of the 
arm, there were still relapses with recurrence of the 
Raynaud phenomenon. Many theories have been 
advanced to explain this finding, and these will be 
discussed in detail below. Suffice it to say here 
that each theory has failed to explain all the known 
facts, and that therefore none of them is entirely 
satisfactory at the present moment, 
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In this clinic the realisation that lumbar ganglion- 
ectomy is largely a pre-ganglionic section of the vaso- 
motor nerves of the foot, whereas cervico-thoracic 
ganglionectomy is a post-ganglionic excision for those 
of the arm, led Telford (1935) to modify the technique 
of the cervical operation by making a pre-ganglionic 
section. This operation, section of the sympathetic 
cord below the third thoracic ganglion, together with 
division of the rami of the second and third thoracic 
nerves, has been carried out by Telford since 1935. 
Independently, Livingston (1935) and Smithwick 
(1936) in America performed a similar operation, 
employing, however, a different method of approach. 

Physiological support for such an_ operation, 
which is almost entirely a pre-ganglionic section 
for the arm, has been brought forward by Free- 
man and others (1934) and Smithwick and others 
(1934). They pointed out that smooth muscle, when 
deprived of its nerve-supply, became hypersensitive 
to adrenaline, a reaction which had been described 
sarlier by Lewandowsky (1903) and confirmed by 
Meltzer and Auer (1904), Elliott (1905), and Dale 
and Richards (1918). White and his co-workers 
(1935, 1936, 1937), applying this principle to the 
results of sympathectomy in the vasospastic condi- 
tions of the extremities, were able to show that pre- 
ganglionic section of the vasomotor nerves rendered 
the blood-vessels less sensitive to adrenaline than 
did complete denervation by post-ganglionic excision. 
This has been confirmed in animals by Grant (1935) 
and by Ascroft (1937). 

These latter papers, important as they are, deal 
with observations on animals and the findings are 
not necessarily true for the human subject. The 
abundant material in Prof. Telford’s clinic (260 cord- 
ganglionectomies in all) has afforded us the oppor- 
tunity to carry out a series of observations on the 
post-operative conditions of these ‘‘ sympathec- 
tomised ” patients. We had, as material for the 
research, a large number of stellate ganglionectomies 
done between the years 1931-34, and a smaller number 
of pre-ganglionic sections of the thoracic cord done 
since February, 1935. In two patients we had the 
advantage of an exact control because they have 
had a post-ganglionic excision on the one side and a 
pre-ganglionic section done at the same time on the 
opposite side. Our object has been, by carrying out 
observations on sweating, ulnar nerve block,and the 
intravenous administration of adrenaline, to estimate 
the results and relative value of the post- and pre- 
ganglionic operations in the human subject. Since 
the majority of the pre-ganglionic cases are of less 
than two years’ duration, it is of course possible, 
though we think it unlikely, that lapse of time may 
‘ause us to modify our conclusions. The results of 
this investigation, which is still in progress, will be 
published in detail later, but certain facts which have 
already emerged from the study appear to be of 
sufficient importance to deserve publication. 


THE SWEATING MECHANISM 
Absence of sweating induced by heat has been 
generally accepted as evidence of the completeness 
of sympathetic denervation of a limb, for it is 
undoubtedly true that the sudorific and vasomotor 
nerves to an extremity foliow similar anatomical 
pathways to the periphery. In this investigation 


the sweating mechanism has been tested by warming 
the patients in a cage fitted with electric bulbs, and 
the presence of sweating has been outlined by the 
iodine-starch method. It has been possible to demon- 
strate that reflex sweating of the hands, following 
exposure to the heat of the body only, never occurs 
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immediately after a complete sympathectomy, whether 
the post- or pre-ganglionic operation has been carried 
out. If, however, the hands of such patients are 
placed under the cage and thus subjected to direct 
heat, sweating is invariable. This sweating in 
response to direct heat will occur over the ulnar side 
of the hand, even after ulnar nerve block at the 
elbow. It seems important, therefore, to emphasise 
that it is only the absence of reflec sweating that 
indicates complete interruption of all vasomotor 
nerves. With this proviso, the method is a certain 
guide to the completeness of any operation. By this 
means it has been possible to eliminate one or two 
cases from the present series, patients who showed 
reflex sweating of the hands immediately after 
operation. Insuch cases, anatomical difficulties have 
resulted in section of only part of the sympathetic 
cord, giving an incomplete result. 

In true cases of relapse the patient is only gradually 
aware of the return of perspiration to the hands, but 
this can always be shown to be present by means of 
a reflex sweating test. Furthermore, in these patients, 
sudorific fibres can be demonstrated in the ulnar 
nerve, since anesthetisation at the elbow prevents 
reflex sweating in the ulnar area of the hand. 

ULNAR NERVE BLOCK 


Injection of the ulnar nerve at the elbow with 
2 per cent. novocain has been carried out, both before 
and after operation. A reddening, followed by a rise 
of temperature, over the ulnar side of the hand, 
indicates the unquestionable existence of vaso- 
constrictor fibres in the ulnar nerve. The absence of 
these colour and temperature changes in the presence 
of complete ulnar nerve anesthesia and palsy is not 
so decisive in ruling out all vasoconstrictor fibres 
to the ulnar area of skin. Lewis (1929) failed to 
obtain any such rise in skin temperature in several 
cases of severe Raynaud’s disease (unoperated), in 
which he had blocked the ulnar nerve at the elbow. 
He interpreted his findings as a proof of the existence 
of a local fault in the digital vessels, these remaining 
in spasm despite the removal of all vasoconstrictor 
impulses. The severity of the condition in his 
patients, who showed ulcerative gangrene at the tips 
of the fingers, suggests that there may have existed 
a local pathological lesion in the digital vessels, which 
would complicate the picture of simple vasomotorspasm. 

Simpson, Brown, and Adson (1931) have, however, 
considered the possibility of an accessory median 
supply to account for the persistent vasoconstriction 
in the fourth and fifth fingers after ulnar nerve 
injection, and in their experiments they infiltrated 
the bases of these digits in addition. Ascroft (1937) 
criticises this method on account of the vascular 
dilatation which follows local injection of novocain. 
White (1935) supports this view of an accessory 
median supply, for he finds that even in severe cases 
when ulnar nerve block has failed to raise the skin 
temperature, a subsequent median nerve injection 
will invariably do so. The ulnar and median areas 
in the palm of the hand and fingers unquestionably 
overlap, and there are considerable connexions 
between the two nerves. ‘The nerve-supply to the 
palmar arches may be derived from both sources, 
but as the median nerve has never been known to 
supply any sensory branches to the fifth finger it is 
highly improbable that it innervates the digital 
vessels of this finger. 

The value of the test has been discussed in some 
detail because of criticisms that have been made 
against it as a reliable method of investigation. 
Briefly it can be stated that there can be no dispute 
02 
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as to the meaning of a positive finding—i.e., an 
immediate rise in skin temperature over the fifth 
finger, following ulnar nerve block at the elbow. It 
indicates clearly the presence of vasoconstrictor 
fibres in the ulnar nerve. In this investigation it is 
this positive finding which has been of the greatest 
value. A negative result is, for reasons stated above, 
open to question, but in order to put this point to 
the test more critically the experiment has been 
carried out before and after operation on the same 
patients, under exactly similar conditions, and with 
the same room temperature. Before operation, 
ulnar nerve injection has invariably resulted in an 
immediate rise of the skin temperature of the fifth 
finger and ulnar side of the hand within 15 minutes, 
without any accompanying rise in the first, second, 
and third digits. In the same patient, immediately 
following complete sympathectomy, whether post- 
or pre-ganglionic, no rise in skin temperature has ever 
occurred. These negative findings are conclusive 
evidence that the operation has divided all vaso- 
constrictor fibres which pass along the ulnar nerve. 

We have demonstrated that in every patient who 
has shown signs of clinical relapse after sympathec- 
tomy, whether post- or pre-ganglionic, a rise in skin 
temperature of the little finger has followed ulnar 
nerve block at the elbow. Two cases, who have 
regularly attended for testing since their operation, 
eventually showed a rise in skin temperature, followed 
later by a clinical relapse. The remaining cases, 
which have shown no clinical relapse after operation, 
have never revealed any rise in skin temperature, 
although the test has often been repeated in the same 
patient. 

INTRAVENOUS ADRENALINE 

The test carried out is that devised by Freeman, 
Smithwick, and White (1934). 

Normal saline is run into the median basilic vein at 
a slow rate, 40-60 drops per minute, After a period 
of half an hour the saline is stopped and an adrenaline 
solution of 1 in 250,000 strength substituted, without the 
patient being aware of the change. The adrenaline 
solution is run into the vein at the same rate for a period 
of a half to one hour, and skin temperature and pulse 
readings are taken at five-minute intervals. 
The procedure is accompanied by no pain apart 
from the initial insertion of the needle, and except 
for slight headache and some palpitation no un- 
pleasant symptoms are experienced. There is always 
striking pallor of the face, especially in the cirecumoral 
region, and of the hands and fingers, which appears 
5-10 minutes after the adrenaline has been started, 
and which persists until 3-4 minutes after the adrena- 
line has been stopped. In the fingers and hands 
the pallor is followed by a fall in skin temperature, 
if this temperature is above that of the room. The 
pallor of the face, and in particular of the cireumoral 
region, is not accompanied by any appreciable drop 
in skin temperature, indicating that here the effect 
is mainly on the minute vessels. Broadly speaking, 
the higher the initial skin temperature of the hand, 
the greater the fall in temperature. When the adrena- 
line is stopped, there is a profuse blushing of the face 
within 3—4 minutes, followed in 5—10 minutes by a 
similar flushing of the hands. With the reddening 
of the hands there is a rapid rise in skin temperature, 
up to that of full vasodilatation. This reaction 
appears to be similar in many ways to the “ over- 
swing” occurring in response to cold, described by 
Lewis (1930). Where the temperature of*the fingers 
has been initially low—i.e., about room temperature— 
no further drop can occur, yet when the adrenaline 


has been stopped a rapid “overswing”’’ up to a 





high temperature may occur, indicating release from 
a vasoconstrictor effect of. the adrenaline. In the 
later experiments, full vasodilatation has been pro- 
duced by placing the hands under the bedclothes 
before commencing the experiment. 

The observation of Freeman, Smithwick, and 
White (1934), that following pre-ganglionic section 
the drop in temperature is less than after post- 
ganglionic excision, has been confirmed. In two 
patients, in which a pre-ganglionic section has been 
performed on one side and a post-ganglionic excision 
on the other, the difference in sensitivity to adrena- 
line has been watched over a period of 6 months, but 
after both types of operations this sensitivity has 
decreased with time. The great difference between 
the reaction to adrenaline following the two opera- 
tions (post- and pre-ganglionic) in the monkey 
(Ascroft 1937) does not appear to be so evident in 
man. Of greater importance is the fact that in those 
hands which show a clinical relapse after operation, 
the reaction to adrenaline is considerably less than 
in those with no relapse. 

DISCUSSION 

The search for the cause of the relapse of the 
Raynaud phenomenon following sympathectomy for 
the arm is one of the largest problems to-day in 
vascular surgery. Clearly all cases of incomplete 
operation, as revealed by reflex sweating and no 
clinical improvement immediately after sympathec- 
tomy, must firstly be excluded. These cannot be 
regarded as cases of relapse. Relapse implies an 
interval of complete recovery, or at least a con- 
siderable degree of relief from the attacks. Obviously 
such relief must be adequately tested by exposure 
to external temperatures which, before operation, 
gave rise to spasm. This point is not always taken 
sufficiently into account in judging the immediate 
results of sympathectomy. . 

Excluding these operative failures, there remains a 
large group of cases which have shown a definite 
improvement, or complete absence of attacks for 
several months after ganglionectomy and have then 
begun gradually to relapse. At first the attacks are 
only produced by very prolonged exposure to severe 
cold and they are never as severe as before opera- 
tion. Gradually the attacks of spasm become more 
frequent and more severe, and are brought on by 
shorter exposures to milder temperatures. Finally 
after a year or more the patients complain that their 
hands are ‘“‘almost as bad as ever,” though they 
frequently volunteer that the fingers now go blue 
rather than white. The time of relapse varied from 
patient to patient; in some cases it is as early as 
six months, in others it is not manifest for nine or 
even fifteen months. Relapse is not an invariable 
sequel and there are patients in the clinic, on whom 
cervico-thoracic ganglionectomy was performed 44 
years ago, who have never had any attacks in the 
hand since the date of operation. In considering 
any theory of the cause of relapse, we must account 
for the several months of relief which follow every 
complete sympathectomy and for its permanence, 
even in the arm, in occasional cases. 

Lewis (1929) believes that the explanation is a 
local fault in the digital vessels, an over-action of the 
vessel in response to stimuli apart from nervous 
impulses. Unquestionably the vessels of the skin are 
under the influence of many factors, nervous impulses, 
hormonal substances and chemical alterations in 
the blood, and chemical substances liberated in the 
tissues. Any of these acting singly, or in combina- 


tion, may bring about an excessive reaction, resulting 

















THE LANCET] 


in spasm of the arterioles. That the vessels in dif- 
ferent parts of the body react differently under the 
same conditions has been clearly demonstrated by 
Lewis. In the present investigation we have found 
that the digital vessels of the hand respond more 
quickly and more vigorously than the corresponding 
vessels in the toes. Yet it is difficult to believe that 
Lewis’s theory accounts for the relapses following 
sympathectomy for the arms, for it does not explain 
the complete cure invariably following lumbar sym- 
pathectomy and occasionally seen after cervico- 
thoracic ganglionectomy. Nor does it account for 
the period of relief which precedes the relapse in the 
arm. If the local fault remains after the removal of 
vasoconstrictor impulses reaching the vessels along 
nervous pathways, it is difficult to see why it should 
manifest itself in some arm cases and not in others. 


The hypersensitivity of the vessels to adrenaline 
following sympathectomy, which has been demon- 
strated by White and his colleagues (1936), will 


account for the drop in skin temperature occurring 
a few days after operation and becoming permanent. 
This hypersensitivity, however, cannot be held 
responsible for the clinical relapse which is observed 
after a definite time interval of 6-15 months, because 
the hypersensitivity is revealed 8—10 days after opera- 
tion. Furthermore, from our observations, it seems 
that this reaction of the blood-vessels to adrenaline 
is at its greatest when it first appears and that it 
tends to decrease, being less evident at the time that 
clinical relapse occurs. In addition, pre-ganglionie 
section in the arm several times relapsed in this clinic, 
and much sooner than the ganglionectomies. 

Five or six days after a cervico-thoracie ganglion- 
ectomy the skin temperature of the hand falls 
and the hand will be invariably colder than one 
in which pre-ganglionic section has been performed. 
It remains in this condition for at least six months 
before actual recurrence of the attacks supervenes. 
Surgically it is regarded as an incomplete cure, 
though the patients are usually very satisfied with 
the result. Gradually the attacks reappear and the 
condition is admitted by both surgeon and patient 
as one of relapse. The typical history of a relapse 
after pre-ganglionic section is rather different. The 
hand remains hot and a good colour, with complete 
absence of all spasm, in every way resembling the 
feet after lumbar sympathectomy. When relapse 
supervenes it happens quickly and completely, and 
we have had three patients return after an interval 
of 2-3 months, and one after 6 months. 

There remains to be considered the possibility of 
regeneration. Against this view there is the obvious 
difficulty of visualising regeneration of pre-ganglionic 
fibres which would function in the absence of post- 
ganglionic cell stations, that is, after excision of the 
inferior cervical and upper three thoracic ganglia. 
Regeneration after simple pre-ganglionic section is 
easier to understand. But this theoretical difficulty 
is counterbalanced by several factors which, if they 
do not prove, at least suggest the possibility of 
regeneration. In the first place the relapses that 
have followed after pre-ganglionic section have all 
occurred within 6 months after operation, whereas 
following post-ganglionic excision, a true relapse has 
not been seen before 6-9 months and has been as 
much as 15 months. The gap left by a pre-ganglionic 
section, where no attempt has been made to separate 
the cut ends, is very small, and regeneration, if it 
occurs, would be expected sooner than after a wide 
ganglionectomy. For this reason Telford has stitched 


up the upper cut end of the sympathetic cord to the 
None 


scalenus muscle in all the recent operations. 
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of these pre-ganglionic sections have shown any sign 
of relapse, whereas, by contrast, four earlier pre- 
ganglionic sections in which the upper cut end was 
not stitched up have all relapsed. 

The results of the ulnar nerve injections in this 
investigation have demonstrated the presence of 
vasoconstrictor fibres in the ulnar nerve in all patients 
who have clinically relapsed after sympathectomy, 
whether post- or pre-ganglionic. In one case a rise 
in skin temperature of the little finger and ulnar 
side of the hand has reappeared for the first time 
6 months after operation. It was not present when 
the ulnar nerve was blocked, 6 weeks and again 3 
months after the operation. The rapidity of regenera- 
tion of sympathetic fibres is well known, and 
regeneration would account for the period of 
several months of relief preceding the relapse, and for 
the gradual progression of the relapse when it does 
occur. It is difficult to 


not understand the per- 
manency of some cases of stellate ganglionectomy 


and the good results of lumbar cord 
with its wider excision, when one 
regeneration of nerves commonly fails to establish 
exact anatomical union and still more often shows 
defects of physiological recovery. 

It is not meant here to convey that regeneration 
accounts for all relapses following cervico-thoracic 


ganglionectomy, 
remembers that 


sympathectomy. The arguments that have been 
brought forward are by no means conclusive and 
furthermore they are based on only a few cases. 


The problem is not yet solved, and regeneration of 
vasomotor nerves may be only part of the explana- 
tion. The facts do suggest, however, that before any 
theory of extrasympathetic vasomotor pathways is 
advanced to explain the reappearance of vaso- 
constrictor fibres in the ulnar nerve the possibility 
of regeneration should and must be excluded. 


SUMMARY 


A series of patients in whom the cervico-thoracic 
ganglion has been removed, or its pre-ganglionic fibres 
divided, has been investigated by sweating tests, ulnar 
nerve block, and giving dilute adrenaline intravenously. 

The results do not support the explanations of the 
cause of relapse after sympathectomy offered by Lewis 
in England and White in America. 

It has been found that the relapse coincides with 
the reappearance of vasoconstrictor fibres in the ulnar 
nerve. It is suggested that regeneration of sympathetic 
fibres must explain their reappearance. 
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THE BACTERIOSTATIC ACTION OF 


p-AMINOBENZENESULPHONAMIDE 
UPON HAMOLYTIC STREPTOCOCCI 


By H. FINK LestTone-Say.iss, M.D. Sheff. 
Cc. G. Patne, M.D. Lond.* 
AND 
L. B. Patrick, F.R.C.S. Edin., M.C.0.G. 


(From the Department of Bacteriology, Sheffield University 
and the Jessop Hospital for Women, Sheffield) 


Tue work of Colebrook, Buttle, and O’ Meara (1936) 
and Fuller (1937) has established that p-amino- 
benzenesulphonamide, when administered as such or 
obtained by the cleavage of the more complex sub- 
stances 4-sulphamido-2’4’ diaminoazobenzene and 
disodium 4-sulphamido phenyl 2-azo 7-acetylamino 
l-hydroxylnaphthalene 3’6’ disulphonate, is bacterio- 
static towards hemolytic streptococci. Colebrook 
demonstrated its action in blood in vitro by using 
the slide-cell technique and by setting up similar 
organism-blood mixtures, containing sulphanilamide, 
on Todd’s moving machine, determining the fluctua- 
tions in bacterial population at intervals. Although 
sterilisation occurred eventually, he noted that in the 
earlier phases of incubation the cocci multiplied. No 
attempt was made to assess the part played by fixed 
tissues in dealing with infection by hemolytic 
streptococci. 

In view of the importance of these observations it 
seemed necessary that this work should be confirmed. 
Investigations have been made also upon any modifi- 
cation of other defence mechanisms that might be 
caused by sulphanilamide. Our inquiry has concerned 
the part played by (1) the blood, (2) polymorpho- 
nuclear leucocytes, and (3) the reticulo-endothelial 
system. Attention was also given to the possible 
toxic effects of sulphanilamide upon these tissues. 


ACTION OF SULPHANILAMIDE IN BLOOD 


Normal defibrinated blood with and without 
sulphanilamide, and normal defibrinated blood ren- 
dered leucocyte-free by Fleming’s method,+ have been 
seeded with hemolytic streptococci and the fate of 
the latter determined after incubation, using the 
slide-cell technique. The results of many such experi- 
ments are substantially the same as those obtained by 
Colebrook, although it is considered that this technique 
gives qualitative rather than a true quantitative 
representation of the bactericidal power of blood. 
A typical experiment is shown in Table I. 

In similar bactericidal experiments performed on 
Todd’s moving machine sterilisation was effected in 
the blood containing sulphanilamide, whereas growth 
persisted in the controls. Sterilisation of the blood 
appears to be slow—i.e., after eight hours’ incubation. 
Moreover, in all the experiments where the population 
was assessed by hourly explantation the organisms 
in the blood containing sulphanilamide passed through 
a phase—early in incubation—during which multipli- 


* The expenses of this work were partly defrayed by a grant 
to one of us from the Medical Research Council. 

+t Films of the blood, made after filtering it through cotton- 
wool, and spread with an opsonic spreader which drags the 
leucocytes to the end of the film, were examined and no leuco- 
cytes were found. Evidently the efficacy of Fleming’s method 
depends on the closeness of packing and the amount of cotton- 
wool used, The method was tried out with these two points in 
view before the test proper was done. 
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cation was excessive when compared with the controls. 
When the acme was reached the decline in population 
was extremely rapid. An example of this is given in 
Table II. 

TABLE I 


Cocciin original 


implant. 

Colonies developing after 24 hours’ 

incubation of 60 c.mm,. of— 108* 575* 1900* 
Normal defibrinated blood .. re 10 41 71 
Ditto plus 1/10,000 sulph... - 0 0 0 
Ditto plus1/20,000 ,, .. aa 0 0 2 
Normal defibrinated and deleuco- 

ceyted blood - " “* 33 87 Inf.t 
Ditto plus 1/10,000 sulph... os 0 0 0 
Ditto plusi1/20,000 ,, .. ae 0 0 0 


Sulph. = sulphanilamide, 
* Determined by separate explantations into melted blood 
ar. 
t Complete hemolysis of content of slide cell with a uniform 
granular growth. 
Cells showing no growth were dismantled after a further 


24 hours’ incubation and the contents proved sterile by 
explanting into serum broth. 


TABLE II 


Normal defibrinated blood with and without sulphanilamide 
(concentration 1/15,000) implanted with dilutions of 
14-hour culture of hemolytic streptococci and incubated at 
37° C. on Todd’s moving machine, explants being made at 
intervals into melted blood agar. 


Cocci implanted per 100 c.mm., 
PR mae . “eae 
eveloping } on : 
from 100 c.mm. 1250 400 68 
explanted at— cma: aes 


Contr. Sulph. Contr. Sulph. Contr. Sulph. 











2 hours oe 558 1400 278 253 |} 15 253 
3 ” oe 470 2800 177 338 24 383 
4 ” ee 423 5600 103 173 59 179 
6 » ee 361 72 50 10 353 11 
” oe 315 35 74 2 702 1 

24 ” ee 296 0 24 0 40 0 


This sudden fall in population following the rapid 
rise might be explained in one of three ways :— 


1. Sulphanilamide may have a much more efficient 
bactericidal action upon cultures that have passed through 
the logarithmic phase of growth than upon young cultures. 

2. Sulphanilamide may be slowly changed into some 
other compound which is the actual bactericidal agent. 

3. Sulphanilamide may have a slowly engendered 
stimulatory action upon the normal mechanism of 
organismal destruction in the blood. 


Considering the third postulate, the normal mechanism 
of destruction in the blood seems necessarily depen- 
dant upon primary phagocytosis. Colebrook has 
shown, and his experiments have been confirmed by 
one of us, that sulphanilamide is able to kill hemolytic 
streptococci in blood whether leucocytes are present 
or not. For this reason the third postulate seems 
improbable and therefore was not tested experi- 
mentally at this stage. 

Age of streptococcal culture and its relationship to 
bacteriostatic effect of sulphanilamide in blood.—A 
series of cultures, wherein the total volumes and 
amount of original implant were standard, were made 
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in serum broth, and incubated at intervals so that they 
reached graded ages at the same time. The cultures 
were enumerated by Wright’s method.{ and diluted 
so that their concentrations were approximately equal. 
From these diluted cultures standard volumes were 
seeded into blood containing 1/10,000 sulphanilamide, 
and the blood-organism series incubated at 37° C. on 
Todd’s moving machine. Population curves were 
constructed by enumerating the number of colonies 
developing from standard volume explants made at 
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FIG. 1.—Relation between age of culture and survival in blood 
containing 1/10,000 sulphanilamide. 


intervals in melted blood agar. The results of such 
an experiment set out in Fig. 1 show that young 
streptococci pullulate very rapidly in the presence of 
sulphanilamide ; when the peak of growth is reached 
the population falls away extremely fast. With 
increasing age of cultures this rise and fall becomes 
progressively less pronounced, and in the 26-hour 
strain the organisms are almost immediately suscep- 
tible to the bactericidal action of sulphanilamide. 
There is thus experimental evidence to support 
postulate 

The question as to whether sulphanilamide was 
converted into another substance was investigated 
by seeding 10 c.cm. quantities of blood and of broth 
both containing sulphanilamide with 1 c¢.cm. of 
undiluted culture of streptococci, controls being 
seeded with 1 ¢.cm. of serum broth, Estimations of 
sulphanilamide were made by the diazo reaction 
method, deseribed by Fuller, before and at the end 
of 24 hours’ incubation. No significant reduction in 
the amount of the drug was detected in any of these 





t A mixture of blood, the red-cell count of which is known, is 


made with the bacterial culture, and the number of bacteria is 
compared with the number of red cells (Wright 1912). 

In this experiment the streptococcal chains were completely 
broken up by introducing the culture into a hard glass tube 
containing about 2 c.cm. volume of small glass beads. The 
tube was closed with a rubber bung and the chains of strepto- 
cocci were disintegrated by holding the tube against a rotating 
eccentrically-mounted rubber bung on the end of a centrifuge 
spindle, 
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tests, with the exception of the control bloods. We 
were at first at a loss to explain this apparently 
anomalous result, but later it was thought that, by 
analogy with results to be recorded below, this 
apparent diminution in the concentration of sulph- 
anilamide in control bloods was due to its slow solution 
in the lipoid envelopes of the red cells. In Fuller’s 
method precipitation of proteins by trichloracetic 
acid also removes red cells; in the tubes containing 
blood and organisms, complete lysis had occurred 
at the end of 24 hours’ incubation, and it is possible 
that any sulphanilamide dissolved in the red-cell 
lipoid might have escaped removal with the protein 
precipitate. 

Mode of action of sulphanilamide in producing 
bacteriostatic effects upon haemolytic streptococci.—lt 
has appeared somewhat surprising that sulphanil- 
amide, a compound so relatively simple chemically 
and so sparingly soluble in aqueous solution, should 
have such a definite bacteriostatic effect upon 
hemolytic streptococci. It is well known that its 
solubility is increased in certain fat solvents such as 
acetone, and the question arose as to whether sulph- 
anilamide is more soluble in fats, more especially the 
fatty substance that can be recovered from acetone 
and ether washings of washed hemolytic streptococci. 

A quantity of this fat was recovered by the method 
employed by Heidelberger and Kendall (1931) and an 
emulsion was made in 10 c.cm. of water containing sulphanil- 
amide, such that the final concentration of fat was 1/50, 
and that of sulphanilamide 1/2000. A control containing 
no fat was also set up. Both volumes were incubated 
in sealed tubes at 37° C. for two hours on Todd’s moving 
machine, and at the end of this time the fat was removed 
by prolonged centrifugation, and the concentrations of 
sulphanilamide in the aqueous portion re-estimated. No 
change was found in the control tube, but in the tube 
previously containing streptococcal fat the concentra- 
tion had fallen to 1/3610. 


Original weight of sulphanilamidein 10 c.cm. 0-005 g. 


Original weight of fatin 10 c.cm. .. 0-20 g. 
Calculated final weight of deste hanilamide in 

aqueous solution ee 0-0027 g. 
Calculated final concentration of sulphanil 

amidein fat .. oe ia = 3 1/90 


Repetition of this experiment, using variations of 
the original concentrations of sulphanilamide and of 
fat, did not give a constant partition coefficient, but 
the final calculated concentration of sulphanilamide 
in fat came to 1/100 in one case and 1/95 in the other. 
There seems little doubt that sulphanilamide is there- 
fore far more soluble in the fatty envelope surrounding 
hemolytic streptococci than in aqueous solution, and 
it is highly probable that sulphanilamide owes its 
bacteriostatic action upon hemolytic streptococci to 
the fact that the drug is initially concentrated in the 
fatty envelope. The possibility also presents itself 
that heterophile bacteriostatic actions, such as the 
recorded actions of sulphanilamide upon meningococci, 
are due to a similar solvent action by organismal fat. 

From these results two striking features stand out : 

The growth of young streptococci in blood is 
stimulated by sulphanilamide. 

2. Sulphanilamide is more soluble in streptococcal fat 
than in aqueous solution. 


The question immediately presented itself as to 
whether these two facts were related. Standard 
volumes of glucose-bicarbonate medium, made by a 
method similar to that described by Todd and Hewitt 
(1932), were seeded with standard volumes of a 14-hour 
culture of haemolytic streptococci. These were incu- 
bated at intervals so that the resulting cultures 


ee 
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“; 


reached graded ages at the same time. The organisms 
in each culture were removed by centrifugation, 
washed twice in saline, and the fat extracted by the 
method used before. The weight of fat and the weight 
of dried defatted organisms was determined in each 
ease. The results given in Fig. 2 show that as age of 
culture increases the percentage of fat diminishes. 
It is difficult to correlate the presence in young 
cultures of a higher concentration of fat—a relatively 
good solvent of sulphanilamide—with the fact that 
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FIG. 2.—Relation between age of culture and percentage weight 
of fat. 


sulphanilamide stimulates the growth of young 
streptococci. Two explanations are possible : (1) that 
with the diminution of the percentage of fat as age 
increases, the concentration of sulphanilamide in the 
fat of each individual cell increases, and this increase 
is responsible for the bacteriostatic action upon older 
cultures ; or (2) that sulphanilamide acts first as a 
stimulant and secondarily as a depressant; such a 
pharmacological action is not unknown, and that of 
nicotine may be instanced as a parallel. We have made 
no attempt to decide which is correct, although the 
second seems the more probable. 

The stimulatory action of sulphanilamide has been 
demonstrated not only in vitro but also in experimental 
infection. 


Rabbits were given, daily for one month via a stomach- 
tube, 0-6 g. sulphanilamide in water acidulated with 
hydrochloric acid. Control rabbits were given similar 
volumes of acidulated water. At the end of this time, and 
two hours before infection, further doses of sulphanilamide 
were administered. Both control and experimental 
animals were then injected intravenously with 0-2 c.cm. 
of a 12-hour culture of hemolytic streptococci of moderate 
virulence. At intervals 1 c.cm. of blood was withdrawn 
from the veins of the rabbits and explanted into melted 
agar. The plates were incubated and colony counts 
made on the following day. One series of animals was 
killed eight hours after infection, the others being killed 
on the sixth day. In Table III are given the results of 
such an experiment. 

The spleens and livers of the animals killed eight hours 
after the intravenous injection of haemolytic streptococci 
were sectioned, and by suitable staining (Gram’s method) 
the streptococci which had been ingested by the reticulo- 
endothelial cells were demonstrated. 

No diminution in the activity of the reticulo-endo- 
thelial system was detected in those rabbits that had 
received sulphanilamide. It therefore appears that 
the difference between the number of organisms 
present in the circulating blood of the two sets of 
animals is due to an actual stimulation of growth of 
organisms within the blood by the action of sulphanil- 


amide. This stimulation could only be demonstrated 
when the administration of the drug was discontinued 
at the beginning of the stage of experimental infection. 


EFFECT OF SULPHANILAMIDE ON THE ACTIVITY OF 
HUMAN POLYMORPHONUCLEAR LEUCOCYTES 


The effect of sulphanilamide upon mobility and 
phagocytosis by polymorphonuclear leucocytes was 
also investigated. Living leucocyte preparations were 
made by the method described in a previous paper 
(Paine 1935), and exposed in a 10 per cent. serum 
solution in Tyrode’s solution containing 1/1000 sulph- 
anilamide. Observations over a period of six hours 
showed no change in the appearance or motility of 
leucocytes. 

Similarly no significant changes were found in their 
phagocytic activity, although the cells were only 
exposed for thirty minutes to the action of sulphanil- 
amide. A series of tubes containing nine parts of 
normal defibrinated blood containing sulphanilamide 
in concentrations varying from 1/1000 to 1/20,000 
and one part of a 14-hour culture of hemolytic 
streptococci, known to be amenable to phagocytosis, 
were incubated on Todd’s moving machine at 37° C. 
for thirty minutes. Controls without sulphanilamide 
were similarly treated. At the end of incubation, 
opsonic films were examined, the cocci in 200 poly- 
morphonuclear leucocytes being counted on each 
film. 

The results showed that neither depression nor 
stimulation of phagocytic activity had occurred during 
incubation. 

Sulphanilamide and bone-marrow  activity.—Sulph- 
anilamide was administered in 1°2¢. doses daily via 
a stomach-tube to six rabbits. Of these two died in 
the fourth week. All showed a progressive loss of 
weight, but the four survivors ceased to lose after 
three weeks. The average loss of weight was approxi- 


TaB_Le III 


Colonies developing Colonies developing 
from explant from explant 
_—— of 1 c.cm., of Tima of 1 c.cm., of 
se blood from— —_— blood from— 
infection. infection. 
Exp. Control Exp. Control 
animals. | animals. animals. animals. 
30 min, 30 110 6 hr. 119 6 
60» 1 40 12 » 201 17 
90» 0 122 30 » $51 0 
120 » 2 5 48 » 13,750 0 
3 hr. 6 36 100 » 11 0 
4 » 13 4 144 » 0 0 
5 » 5 1 





Exp. = experimental, 


mately 500 g. Administration of the drug was 
discontinued after six weeks when the animals were 
killed. During the whole of this period, blood counts 
were made on alternate days. Little change was noted 
in the red cells, but there was evidence that the drug 
had a definite action upon the bone-marrow, as shown 
by crises when the total white-cell count was greatly 
increased, on some occasions rising to 30,000 per 
e.mm. These high counts were due to polymorpho- 
nuclear increments and were associated with showers 
of abnormal and nucleated red cells : the reticulocyte 
counts remained almost unchanged. Interesting in 
this connexion is the fact that showers of abnormal and 
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nucleated red cells have been seen in the blood of 
women suffering from puerperal infection whilst under 
sulphanilamide treatment. 

In addition to the effects described above, cyanosis 
of the lips and mouths of the rabbits was noticed. 
This persisted as long as twenty-four hours after the 
administration of the drug, and was accompanied 
by dilatation of the pupils. Of the two rabbits that 
died, both showed petechial hzmorrhages in the 
gastric mucosa and in the muscles and connective 
tissue. One also showed an extensive hwemorrhage 
into the psoas muscle. Gastric mucosal hemorrhages 
were also found in the other rabbits. 

SULPHANILAMIDE 


AND THE RETICULO-EN DOTHELIAL 


SYSTEM 


The effect of sulphanilamide on the reticulo-endo- 
thelial system was studied by determining whether 
ingestion and absorption of the drug caused any 
alteration in the phagocytic activity of the reticulo- 
endothelial cells of the spleen. 


The technical method adopted was to outline the 
phagocytic cells of the spleen by the intravenous injection 
of india ink. Each of six rabbits was given 1-5 c.cm. 
india ink diluted in saline to 15 c.cm. After a lapse of 
four days to allow for absorption of carbon pigment, 
laparotomies were performed and the mesial quarter of the 
spleen removed for section. After a further two days to 
allow for recovery from operation three of the rabbits 
were given by stomach-tube 0-6 g. sulphanilamide mixed 
with 10 c.cm. acidulated water ; the other three as controls 
received the equivalent amount of acidulated water in 
the same way. These doses were repeated daily for 
fifteen days, after which each rabbit again received a 


TABLE IV 
A.—Rabbits (R.) Receiving Sulphanilamide 


-—- es R, 2. R. 3. 
Te otal fields counted 200 200 200 
Before sulphanilamide— 
. Fields not containing 
malpighian corpuscles 140 155 164 
2. Average number of 
reticulo- endothelial 
cells per field 32-3 33-4 27-4 
After giphentamtie —- 
Fields not containing 
malpighian corpuscles 107 149 173 
2. Average number of 
reticulo- endothelial 
cells per field. ly 51°5 43-0 99-2 
Percentage change 9-4 +28:-7 262 


- R, 4. R. 5. R. 6. 
Total fields counted 200 200 200 
Before acidulated water. 
‘ields not containing 
malpighian corpuscles 148 131 141 
2. Average number of 
reticulo- endothelial 
cells per field. 33-6 28-6 22°5 
After oe idulated water— 
Fields not containing 
malpighian corpuscles 147 118 132 
2. Average number of 
reticulo- endothelial 
cells per field. 30°3 25-1 23°5 
Percentage change —9-8 —12°3 4-4 


further similar intravenous injection of india ink. Doses 
of sulphanilamide or acidulated water were given on the 
sixteenth and seventeenth days, and on the following day 
the rabbits were killed and the spleens removed for section. 
The portions of spleen were cut at standard thickness and 
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at right angles to the long axis of the organ. Using a 10 
eyepiece and a one-sixth objective, two hundred fields 


were examined for each section of spleen, and the number 
of reticulo-endothelial cells containing carbon counted. 
Some of these fields naturally contained Malpighian 
whose size varied enormously, and for that 
reason it was decided to neglect the count in any field 
which included a portion of a malpighian corpuscle in 
calculating the average number of reticulo-endothelial 
cells per field. The results of this assay are out in 


Table IV. 


corpuscles, 


set 


Before drawing conclusions from these results it has 
been borne in mind that two sources of error may be 


present. Shrinkage of the tissue during processing may 
give an abnormally high value to the average number of 
cells per field; in addition attention has been drawn 
by Cappell (1930) to the fact that animals with toxic 
symptoms may show an increased mobilisation of reticulo- 
endothelial cells. These two fallacies probably have some 
bearing on the abnormally high count found in the second 
assay for Rabbit 3. 


These experiments indicate that sulphanilamide 
stimulates the reticulo-endothelial system, although it 
is not clear whether it stimulates the preduction of 
phagocytic cells or the phagocytic activity of cells 
already present in the splenic reticulum. Here it 
should be mentioned that the spleens of the rabbits 
that had received sulphanilamide contained numerous 
large masses of pigment included in clumps of cells : 
these were almost absent from spleens of 
control animals. In another series of animals upon 
which daily white blood-cell counts were made and 
which at the same time received daily doses of 
sulphanilamide, no significant change in the percentage 
or total number of large mononuclears was detected. 
Hence it is highly probable that the action of sulph- 
anilamide upon the reticulo-endothelial system is 
in the nature of a direct stimulation of the phagocytic 
properties of the individual cells. 


Masses 


SUMMARY 


The bacteriostatic action of sulphanilamide 
upon hemolytic streptococci is preceded by a phase 
of growth stimulation. 

The growth stimulation is more conspicuous in 
young cultures than in cultures that have passed 
through the logarithmic phase of growth. 

3. Sulphanilamide is more soluble in the fatty 
envelope which can be separated from hemolytic 
streptococci than in aqueous solution. The significance 
of this, with regard to its stimulatory and bacterio- 
static actions, is discussed. 

4. Sulphanilamide does not appear to modify the 
activities of polymorphonuclear leucocytes. 

5. Sulphanilamide stimulates the phagocytic activity 
of reticulo-endothelial cells of rabbits. The significance 
of this with regard to its action in infections of human 
subjects has not been investigated. 

6. Sulphanilamide stimulates the production of 
polymorphonuclear leucocytes by the bone-marrow 
in rabbits. 

7. Attention is drawn to certain minor toxic effects 
of the drug. 


In conclusion we wish to express our thanks to Messrs. 
Bayer Products Ltd. for kindly supplying us with the 
drug. 
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ELECTROCARDIOGRAPHIC CHANGES 
OF A T, PATTERN IN PERICARDIAL 
LESIONS 
AND IN STAB WOUNDS OF THE HEART 


By Paut Woop, M.B. Melbourne, M.R.C.P. Lond. 
FIRST ASSISTANT AT THE DEPARTMENT OF MEDICINE, 
BRITISH POSTGRADUATE MEDICAL SCHOOL, 
HAMMERSMITH HOSPITAL, LONDON 


In cases of acute myocardial infarction serial 
electrocardiograms show characteristic changes that 
are now well recognised. These changes are 
temporally divided into an early and a late phase. 
In the early phase, during the first few days, there is 
elevation of the R-T segment with or without an 
upright T peak; in the late phase which commonly 
lasts for weeks or for months the R—-T segment has 
an iso-electric origin, is often upwardly convex, 
and runs into a sharply inverted T peak. The 
two phases frequently overlap. 

Such changes are often referred to as being of 
a coronary type, or they are called ‘‘coronary T 
waves.” They commonly occur either in leads I 
and ITI or in leads III and II, and are most marked in 
lead I or in lead III respectively. In the former case 
the coronary T wave is said to be of the T, type, 
and in the latter it is of the T, type. Infarction of 
the anterior apical part of the left ventricle from 
occlusion of the anterior descending branch of the 
left coronary artery gives rise to the T, type; infare- 
tion of the posterior basal part of the left ventricle from 
occlusion of either of the circumflex arteries, usually 
the right, gives rise to the T, type. Isolated infarction 
of the right ventricle does not occur. An important 
feature of these electrocardiograms is the reciprocal 
behaviour of the S-T segment in lead III in the T, type 
and in lead I in the T, type. Thus in the former there 
is commonly depression of the S-T segment in the 
early phase, and a sharply upright T peak in the late 
phase. These features have been fully described by 
Parkinson and Bedford,?* by Pardee,*! and by Barnes 
and Whitten.® 

So-called coronary T waves have also been described 
in cases of pericarditis with and without effusion, in 
cases of hamopericardium, and of stab wound of the 
heart surgically repaired. Little distinction has been 
drawn between the behaviour of the R—-T segment in 
these conditions and its behaviour in cases of myo- 
cardial infarction. It is the purpose of this paper to 
show that there may be a difference, and that 
there is an _ electrocardiographic pattern which is 
characteristic of pericardial lesions. 


EFFECTS OF PERICARDIAL TAMPONADE 


From the clinical and experimental studies of Scott, 
Feil, and Katz,* 32 Clowe, Kellert, and Gorham,é 
Randles, Gorham, and Dresbach,?? the Foulgers,}* 
and of Bay, Gordon, and Adams,® it seems clear 
that a rise in intrapericardial pressure sufficient to 
prevent proper filling of the heart—i.e., pericardial 
tamponade—causes a lowering of the voltage of 
QRS, elevation and upward convexity of the R-T 
segment, and inversion of the T wave, these changes 
commonly occurring in all three leads and especially in 
lead II. It seems equally clear that the changes are 
reversible when the tamponade effect wears off. These 
conclusions are supported by the clinical studies of 
Scherf,?* of Harvey and Scott,!* and of Purks.?¢ 

Cases of pericarditis apparently without effusion 
have been studied electrocardiographically by Porte 


and Pardee,”* Fitzgerald Peel,!? Padilla and Cossio,?° 
and by Holzmann.'? From these studies it may be 
concluded that in cases of pericarditis R-T changes 
may be temporally divided into two phases, early 
and late. In the early phase there may be elevation 
of the R-T segment, and in the late phase there may 
be inversion of the T wave with or without upward 
convexity of the R-T segment. The important 
feature of these changes is that they occur in all three 
leads and especially in lead If. It must be observed 
however that a small pericardial effusion, indetectable 
clinically, may cause a high intrapericardial pressure 
if its accumulation is sufficiently rapid, and that 
therefore the above evidence is not conclusive. 

Herrmann and Schwab?!* experimented with ten 
goats, and confirmed the work of the Foulgers on 
the effects of pericardial tamponade. Elevation of 
the R-T segment occurred in all leads, but more 
striking and more frequent was inversion of the 
T wave with upward convexity of the R-T segment. 
Their injection fluid consisted of protein, blood, 
or bacterial or sand suspensions, fluids calculated to 
produce a pericardial reaction. As the tamponade 
effect wore off—owing to stretching of the peri- 
cardium—later electrocardiographic changes com- 
menced. The R-T origin became iso-electric and 
the T waves became inverted in all leads. In 1935 
the same authors *° reported the electrocardiographic 
changes in a group of 7 cases of pericarditis of mixed 
etiology. A sufficient number of serial records was a 
feature of this study. They concluded that elevation 
of the R-T segment was especially a feature of 
tamponade, and was therefore seen early with rapidly 
developing effusions ; that it usually occurred in all 
leads, and if only in leads I and II there was never 
reciprocal depression of the S-T segment in lead III— 
as is commonly seen in cases of myocardial infarction ; 
and that later changes were seen after the first week, 
and consisted of inversion of the T wave in all leads, 
They considered that this later change, which lasted 
for several weeks or even for months, was due to a 
process of organisation and repair in the epicardium 
and in the subepicardial myocardium. 

In a recent article on tuberculous pericarditis 
Harvey and Whitehall'** report S-T changes some- 
what at variance with those described in this paper. 
They find that the changes commonly occur in leads 
I and II, and that reciprocal depression of the S-T 
segment occasionally occurs in lead ITI. 





ACCOUNT OF CASES 

The present report deals with a group of 13 cases 
of pericardial disease of various kinds: 5 were 
rheumatic, 2 malignant, 2 streptococcal, 1 tuber- 
culous, 1 a case of hemopericardium from a ruptured 
heart, and 2 were cases of chronic constrictive peri- 
carditis. Serial electrocardiograms showed charac- 
teristic changes in allinstances. Significant elevation 
of the R-T segment occurred twice; upward 
convexity of the R-T segment also occurred twice ; 
flattening or inversion of the T wave was seen in 
every case; and the changes described occurred in 
all leads and especially in lead II. In the cases 
showing elevation of the R-T segment pericardial 
tamponade was present in one and was not excluded 
in the other. The other changes occurred in cases 
with or without pericardial effusion. In cases with 
effusion however the voltage of QRS _ increased 
as the fluid was absorbed. The etiology of the 
pericardial lesion did not influence the findings. 

The important feature of the electrocardiographic 
changes is their occurrence in all three leads and 
especially in lead II. They may be described as 
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being of a T, pat- Lead 
tern, which serves 
to distinguish them 
from similar changes 
resulting from myo- 
eardial infarction 
where they are com- 
monly of a T, or of 
a T, type as already 
mentioned, Examples 
of this T, pattern are 
shown in Figs. 1-4. 

The following case 
is reported in detail 
because it illustrates 
the importance of 
recognising this 
pattern. 
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FIG. 1.—Acute rheumatic pericarditis. Tamponade not excluded. T, pattern: early phase. 
FIG. 2.—Hmopericardium. T, pattern; early phase. 


FIG. 3.—Tuberculous pericarditis with effusion ; proved by paracentesis and guinea pig inoculation. 


The patient, a man 
aged 53, was first seen 
by me on Sept. 20th, 
1935. He complained 
of substernal pain of effort, the characteristics of which 
were diagnostic of angina pectoris. There was moderate 
elevation of the blood pressure, a skiagram showed 
little enlargement of the heart, and an electrocardiogram 
was normal. Full investigations yielded no additional 
positive information. The diagnosis was angina pectoris 
from occlusive coronary atheroma. 

He improved temporarily but on Jan. 12th, 1936, he 
was readmitted to the Hammersmith Hospital with acute 
myocardial infarction. The signs and symptoms were 
typical, and an electrocardiogram showed classical changes 
of the T, type (Fig. 5a). His course was satisfactory 
and he was discharged on March 5th, 1936. 

On April 8th, 1937, he was examined at an out-patient 
follow-up clinic. In the meantime and against advice 
he had been working hard as a navvy and in the week- 
ends he often undertook heavy gardening. He had been 
free from symptoms except that after walking 10 miles 
on a few occasions he developed mild angina. Examina- 
tion revealed little. His blood pressure was still 190/100 
mm. Hg, to which it had returned after his attack of 
January, 1936. An electrocardiogram was _ perfectly 
normal (Fig. 5 B). 

Final admission.—On April 16th, only a week later, 
he was readmitted with a three-day history of severe 
substernal pain which had begun during the night and had 
awakened him. Deep breathing aggravated the pain. He 
looked ill, grey, and a little cyanosed. He was afraid to 
breathe deeply on account of the pain despite an injection 
of morphine gr. 4. He preferred being propped up but 
was not distressed when lying flat. His temperature was 
101° F., and his pulse-rate 130, regular. There was no 
evidence of systemic venous engorgement, the liver was 
just palpable but not tender, and there was a trace of 


T, pattern ; late phase. 





A B 


FIG. 5.—Man aged 53. (A) Jan. Ist, 1936: acute myocardial infarction. Classical 
T, type. (B) April 9th, 1937: four days before cardiac rupture. Normal 


FIG. 4—Malignant pericardial effusion; carcinoma of bronchus infiltrating pericardium ; proved 
at autopsy. T, pattern ; late phase. 


cedema of the legs. There were a few bilateral basal rales 
to be heard in the lungs. The heart sounds were rather 
faint, there was gallop rhythm, and there was a peri- 
cardial friction rub. The blood pressure had fallen to 
130/90 mm. Hg, and there was a leucocytosis of 15,000 per 
c.mm, with 82 per cent. of polymorphs. The clinical 
diagnosis was acute myocardial infarction, and he was 
treated by absolute rest and repeated injections of 
morphine. 

An electrocardiogram taken on the day of admission 
showed elevation of the R—T segment in all leads and 
especially in lead II (Fig. 5c). This was a typical T, 
pattern, early stage, and a diagnosis of ruptured heart 
with hemopericardium was suggested. Confirmatory clini- 
cal evidence was not forthcoming. The clinical features 
were consistent with an acute myocardial infarction alone, 
and percussion of the cardiac borders did not suggest 
pericardial effusion. 

Three days after admission, on the 6th day of the ill- 
ness, auricular flutter developed with a ventricular rate 
of 190. This was promptly controlled by intravenous 
digoxin. His condition seemed to improve and it was hard 
to believe that he had a ruptured heart. On the 9th day 
of the illness his rhythm returned to normal and an electro- 
cardiogram again showed elevation of the R—T segment 
in all leads and especially in lead II. Ruptured heart 
with hemopericardium was again suggested and another 
search was made for confirmatory clinical evidence. The 
temperature was now normal, the pulse-rate 90, respiration- 
rate 25, and the blood pressure 125/75 mm. Hg. The 
pulse was smal] but not paradoxical. The heart sounds 
were faint and pericardial friction had given place to 
pleural friction. Percussion of the cardiac borders was 
repeated frequently but did not suggest pericardial 
effusion. There was however con- 
siderable emphysema. An impaired 
percussion note at the left base and 
a frequent dry paroxysmal cough 
were’ the only suggestive clinical 
features. On the 10th day of his 
illness the patient died suddenly. 
He came to autopsy with the clinical 
diagnosis of acute myocardial infarec- 
tion, and with a suggested electro- 
eardiographic dizgnosis of h#mo- 
pericardium with tamponade due to 
cardiac rupture. 

Autopsy revealed a large hemo- 
pericardium surrounded by a greatly 
thickened fibrinous pericardial sac. 
A perforation was found through a 
recent infarct at the base of the left 
Cc ventricle posteriorly. The fibrin 
scraped off the heart weighed 50 
grammes, and the heart itself 425 g. 





electrocardiogram, (C) April 18th: five days after cardiac rupture. Hemo- The right circumflex coronary artery 


pericardium. Typical T, pattern ; early phase. 








was thrombosed, giving rise to 
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the infarct at the base. There Seed 
was also an old white fibrous a re Fi 
infarct at the apex of the left 
ventricle anteriorly, and there I 
was severe occlusive coronary 
atheroma. In addition there 
was considerable emphysema of 





the lungs and there was moderate II 
passive venous congestion of the 
viscera. 


[ocr. 2, 1937 



























































The case illustrates the diag- 
nostic and prognostic value 
of recognising electrocardio- 
graphic changes of the T, 
pattern, 


FIG. 6.—Case of stab wound of right ventricle (Gissane 1937). 


VENTRICULAR STAB WOUNDS pericardium. TT, 

Another group 
must now be considered in 
respect of the electrocardiographic changes produced 
—cases of stab wound of the heart. In 1935 Koucky 
and Milles ?* collected 8 such cases already reported 
and added one of their own. From an analysis of 
these 9 cases they concluded that the electrocardio- 
graphic changes were due to myocardial injury and 
that they were of similar character whether the wound 
was in the left or in the right ventricle, and whether 
the anterior descending branch of the left coronary 
artery was ligated or not. The electrocardiograms 
showed initial elevation of the R-T segment and 
subsequent inversion of the T wave, appearances 
commonly seen following myocardial infarction. 
Davenport and Markle,® influenced by the work 
of Katz, Feil, and Scott,*2 were more inclined 
to regard the changes as an effect of pericardial 
tamponade. 

A recent case of stab wound of the heart, surgically 
repaired by Gissane, and reported in THE LANCET 
of July 17th, 1937, afforded an opportunity for 
serial electrocardiographic study (Fig. 6 a, B, and C). 
This case and 13 others collected from the litera- 


cases 





pattern; early phase. (B) Three weeks later. 
f phase. (C) Six months later. Normal T waves. 
oO 
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(A) Second day. Haemo- 
T, pattern; late 


ture * 8-11 16 19 26 25 29 33 have been analysed and are 
presented in the Table. It is concluded that early 
changes, occurring within the first few days, consist 
of an elevation of the R-T segment, and that sub- 
sequent changes, which may last a month or two, 
consist of inversion of the T wave with or with- 
out upward convexity of the R-T segment. The 
electrocardiogram finally returns to normal. 

It is also evident that when the wound is situated 
in the anterior part of the left ventricle towards the 
apex, or if the anterior descending branch of the 
left coronary artery has been ligated, the electro- 
cardiographic changes are usually of the classical 
T, type, and are therefore almost certainly directly 
due to the myocardial injury. But when the wound 
is situated in the anterior part of the right ventricle the 
electrocardiograms conform to the T, pattern described 
in the earlier part of this paper. In the early phase 
there is elevation of the R—-T segment, and in the late 
phase inversion of the T wave, the changes occurring 
in all three leads and especially in lead II. It is 
obvious that these changes may be due to hemo- 


VENTRICULAR STAB WOUNDS 
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pericardium which is an essential complication of 
all these cases. The alternative explanation is that 
anterior right ventricular injury gives rise to electro- 


cardiographic changes of the T, pattern. There is 
little evidence for or against this point. Isolated 


anterior right ventricular myocardial infarction does 
not occur clinically,! 1% but in the cat Crawford and 
others 7 showed that experimental cauterisation of 
the anterior part of the right ventricle produced no 
electrocardiographic changes when the ‘lesion was 
basal, or slight changes of the T, coronary type 
when the lesion was apical. Their findings with 
lesions in other situations fitted well with current 
knowledge concerning the relationship of the R-T 
changes to the site of myocardial injury in the human 
heart. Thus posterior basal left ventricular lesions 
produced changes of the T, type, and anterior apical 
left ventricular lesions produced changes of the 
T, type. What evidence there is therefore favours 
the view that in cases of anterior right ventricular 
stab wound surgically repaired the electrocardio- 
graphic changes produced are due to the associated 
hemopericardium. 
CONCLUSIONS 

1. Cases of pericarditis with or without effusion 
and of any etiology, and cases of hemopericardium 
may give rise to electrocardiographic changes qualita- 
tively similar to those produced by myocardial 
infarction. 

2. “Pericardial T waves” may however be 
distinguished from ‘‘ coronary T waves” by recogni- 
tion of the T, pattern which is characteristic of the 
former and which is in contrast to the T, and T, 
types of the latter. 

3. In cases of left ventricular stab wound electro- 
cardiographic changes are usually of the T, coronary 
type and are probably due to the myocardial injury. 

4. In cases of right ventricular stab wound electro- 
eardiographic changes are usually of the T, pattern 
and are probably due to hzemopericardium. 


I wish to thank Sir Frederick Menzies, chief medical 
officer of the London County Council, for his kind per- 
mission to publish this material, and Mr. W. Gissane for 
giving me the opportunity of investigating his case of stab 
wound of the heart by means of serial electrocardiograms. 
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EFFECTS OF THE 
THYROTROPIC HORMONE OF THE 
ANTERIOR PITUITARY IN MAN 


By E. F. Scowen, M.D., M.R.C.P. Lond. 


ASSISTANT DIRECTOR OF THE MEDICAL PROFESSORIAL UNIT 
AND ASSISTANT PHYSICIAN, ST. BARTHOLOMEW’S 
HOSPITAL, LONDON 


DURING the last few years experimental work on the 
physiology of the anterior pituitary hormones has 
advanced very rapidly, and it seems imperative to 
demonstrate that their action in man is the same as 
in the lower animals. The presence in the anterior 
pituitary gland of a substance capable of stimulating 
the thyroid has been recognised for a long time, and 
the properties of this thyrotropic hormone have been 
studied considerably in animals with crude prepara- 
tions, but preparations suitable for use in clinical 
medicine have only recently become available. There 
is now no doubt that in normal animals the thyro- 
tropic hormone can stimulate the thyroid gland to 
greater activity. In hypophysectomised animals the 
thyroid becomes inactive, and repair of thyroid 
function can be effected by anterior pituitary implants, 


or by injections of thyrotropic hormone. These 
changes can be observed directly by examination of 


the gland itself, or indirectly by observations on the 
basal metabolic rate, which runs parallel with the 
degree of thyroid activity (Collip 1935). In animals 
therefore the thyroid gland is dependent on constant 
stimulation by the thyrotropic hormone of the 
anterior pituitary gland for its normal activity, and 
variations in the secretion of the thyrotropic hormone 
regulate the changes in thyroid activity under physio- 
logical conditions. 

To show that the pituitary controls thyroid function 
in man, and thus demonstrate the essential similarity 
of the pituitary and thyroid mechanisms in man and 
in animals, it is necessary to prove three main points:— 

That the human thyroid gland can be stimulated 
by the administration of thyrotropic hormone. 

2. That the human thyroid ceases to function after 
destruction or removal of the anterior pituitary gland. 

That repair of thyroid function can be effected in 

man after hypophysectomy by replacement therapy with 
thyrotropic hormone, 
If these three points can be proved, one can proceed 
further and investigate the relation of the thyrotropic 
hormone to disorders of the thyroid gland such as 
myxedema, and Graves’s disease. It is generally 
agreed that in Simmonds’s disease (Graubner 1925) 
in which the pituitary ceases to function, the human 
thyroid atrophies, but exact data on this matter are 
unusually scanty. Obviously, in patients, one cannot 
inspect the thyroid gland surgically, or frequently 
remove pieces for section. It is, therefore, necessary 
to measure the thyroid activity indirectly by estimat- 
ing the basal metabolic rate, which has been shown 
experimentally to be directly proportional to the 
degree of thyroid activity. 
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Experimental Investigations 


Patients were kept at rest in bed, and under the 
same conditions throughout the experiment. Com- 
plicating factors, particularly anzmia, were repaired 
before the period of observation was begun. Estima- 
tions of the basal metabolic rate were made twice 
weekly, and no experiments were undertaken until 
constant results were obtained. The thyrotropic 
hormone was prepared by extraction from the anterior 
pituitary glands of pigs. The activity of each batch 
was measured in Heyl-Laqueur units, so that dosages 
could be compared. The injections, which were 
given intramuscularly into the buttock were painless, 
and no local reactions, either immediate or remote, 
were observed at any time. 

For the first experiment two men were chosen who 
showed no evidence of endocrine abnormality. 

CASE I 

One of them was given 1200 units of thyrotropic hormone 
daily for three days. There was a prompt rise in the 
basal metabolic rate from a basal level between minus 
5 per cent. and ‘0 to a maximum of plus 40 per cent. 
on the sixth day after the first injection. The metabolic 


rate then slowly returned to the basal level during the 
next two weeks (Chart I). : 
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CHART I (Case 1).—Normal man, T.H, = Thyrotropic 
1ormone, 
CASE Il 


The second man was given smaller doses of hormone. 
He received daily injections of 400 units. In this case the 
rise in metabolism again occurred, but was more gradual. 
It rose from a basal level between minus 5 per cent. and 
plus 4 per cent. to plus 45 per cent. after 12 injections. 
The treatment was then stopped, and the metabolism 
fell to the basal level during the next week. 


PITUITARY INSUFFICIENCY 


Next three patients weré selected whose pituitary 
glands had been destroyed by tumours, either in or 
near the pituitary gland itself. 


OASE Ill 


The first patient was a man aged 46, who had had curious 
attacks for the last 17 years. They usually occurred 
in the early mornings, and were prone to be severe when he 
got up early and had no food. The attacks consisted 
mainly of a feeling that he did not know where he was. 
He had occasional occipital headaches, which would often 
radiate towards the vertex. For the last two years the 
headaches had become more frequent and more severe. 
The eyesight had recently begun to fail and he noticed 
that he was becoming slower mentally. He thought that 
his face had become fuller. 


1 One guinea-pig unit of Heyl-Laqueur is half the daily dose 
that, injected intraperitoneally on two successive days, induces 
a given degree of thyroid epithelial development in at least 
66 per cent. of the test animals within 48 hours of the first 
injection, 


On examination there were no obvious skeletal changes. 
His mentality was slow, his skin dry and cool, and he 
had bilateral optic atrophy. The blood pressure was 
108/78 mm. Hg. There was persistent bradycardia and 
hypothermia. Radiograms showed considerable enlarge- 
ment of the pituitary fossa with erosion of the posterior 
clinoid processes. The basal metabolic rate was minus 
30 per cent. 

He was given 10 daily injections of 400 units of thyro- 
tropic hormone, and the basal metabolic rate rose pro- 
gressively to a level of plus 9 per cent. on the tenth day. 
The clinical change during this time was easily noticeable, 
The bradycardia and hypothermia disappeared, the skin 
became warm and smooth, and his cerebration improved. 
After cessation of the injections, the basal metabolism 
slowly fell to a low level again, 

Craniotomy was performed, and a tumour was found 
occupying the pituitary fossa, and extending out under the 
right optic nerve, pulling the whole of the. optic chiasm 
across with it. As much of the tumour was removed as 
possible, Histological sections of this tumour showed the 
characters of a craniopharyngioma. The patient died a 
few days after operation, and at autopsy the pituitary 
destruction was verified, and no damage to the overlying 
brain was found. 

CASE IV 

The second patient was a woman, aged 46, who for two 
years had had complete amenorrhea, which she ascribed 
to an early menopause. For the last year she had been 
having pain in both eyes, and during the last few months 
had noticed a gradual failure of vision. She had occasional 
frontal headaches, but they were never severe. On 
examination at that time there were no skeletal changes. 
She had bilateral optic atrophy with a bitemporal hemi- 
anopia. A radiogram showed considerable enlargement 
of the pituitary fossa. Craniotomy was attempted, but 
had to be abandoned owing to the low blood pressure. 
For the next six months her sight improved temporarily, 
but she became slower mentally, and then her sight began 
to get worse again. On re-examination there was still 
no skeletal change, but her skin had become dry and 
harsh, her eyebrows were thinned, and she had developed 
a diffuse brownish pigmentation. She also showed 
persistent bradycardia and hypothermia. Her blood 
pressure was 95/70 mm. Hg. There were no myxcede- 
matous deposits. In view of the bad general condition 
and low blood pressure further operation was not performed. 

The basal metabolic rate was found to be minus 40 per 
cent. She was given daily injections of 400 units of 
thyrotropic hormone, After thirteen injections the 
metabolism had risen to minus 4 per cent. It was then 
impossible to continue, as the patient was becoming less 
lethargic and very intolerant of interference. After 
cessation of injections the metabolism slowly fell down 
to the basal level. The pulse-rate and temperature 
became normal for a few days at the height of the response, 
but rapidly returned to their previous low level as the 
metabolism fell. 

CASE V 

The third case was a man aged 23, who during the last 
two years had developed attacks of severe frontal headache 
often associated with vomiting. The attacks had become 
progressively worse recently, and he began to notice 
diplopia and failure of vision particularly in the right eye. 
On examination he was lethargic, but could be roused 
easily. There were no skeletal changes. The skin was 
dry and scaly, but there was no myxceedema. The beard 
was scanty and the eyebrows thinned. The genitalia were 
normal. The blood pressure was 120/80 mm. Hg. The 
pulse-rate was normal, but there was persistent hypo- 
thermia. The right eye was slightly proptosed, and there 
was complete blindness in this eye. The pupil was large 
and inactive, and the movements were almost nil. The 
left eye showed loss of the temporal field of vision and early 
optic atrophy. A radiograph of the pituitary fossa 
showed complete destruction of the bone forming the 
fossa. 

The basal metabolic rate was minus 45 per cent. He 
was given eight daily injections of 600 units of thyrotropic 
hormone, and the basal metabolism rose to minus 1 per 
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cent. During this time he became more alert, the pulse- 
rate rose and the temperature became normal (Chart II). 

The pituitary fossa was then explored, and a tumour 
was found lying in the roof of the right orbit and surround- 
ing the right optic nerve. It also extended down through 
the diaphragma sella, and had destroyed the pituitary 
gland. The tumour was removed as completely as 
possible and proved to be a neuroblastoma, 


From these observations it is clear that in man the 
thyrotropic hormone is capable of stimulating the 
thyroid gland to greater activity. In these cases 
with pituitary destruction, the thyroid had markedly 
diminished or even ceased to function, and repair of 
thyroid activity was effected by administration of 
thyrotropic hormone. Thus it was demonstrated 
that the relation of the anterior lobe of the pituitary 
gland and the thyroid is the same in man as in the 
lower animals. 


HYPOTHYROIDISM 


If thyroid hypofunction in man can be caused by 
failure of adequate stimulation from the anterior 
pituitary, it might be 
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CHART II (Case 5).—Destruction of pituitary by 
neuroblastoma, T.H.= Thyrotropic hormone, 


given injections of thyrotropic hormone in daily 
doses for 10 days. The total dosage ranged from 


2400 to 20,000 units. In none of these patients was 
there any significant rise in the basal metabolic rate. 
They were then given 5 mg. of sodium thyroxin intra- 
venously, following which they all showed a prompt 
rise in metabolism from 10 to 20 per cent. This 

response was allowed 





suggested that some 





to subside and thy- 
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cases diagnosed as BMR 74 $1.5m roideum siccum given 
hypothyroidism or or Prnidcian T.S.0-2g. by mouth. There was 
myxedema, and —10- TH. 20000 units daily 4 another rise in meta- 
showing no evidence -2ob picts tar: scot bolism, but more 
of gross pituitary Why gradual than with 
destruction, might -30F 4 thyroxin (Chart IIT). 
nevertheless be due ~40 a It is obvious, there- 
to a simple failure of : , ‘ ' , fore, — meas 

ituitary secretion. myxedema does not 
Such cases should Fay ” ale 7 ” aad a respond to thyro- 
respond to thyro- tropic hormone, and 
tropic hormone, CHART III,—Patient with myxedema. T.H.=Thyrotropic hormone, behaves as if it were 


whereas thyroid 
hypofunction arising 
from a local thyroid lesion should not respond 
and the thyroid secretion should need to be replaced 
by thyroid medication. 

Six patients with classical myxcedema were studied 
from this point of view. Several of them had a 
severe anzemia, which was associated with menor- 
rhagia. This anzemia was repaired before any experi- 
ments were begun. No patients were included in 
this group unless they had true myxcedematous 
deposits. All had a low basal metabolic rate varying 
from minus 25 to minus 40 per cent. They were 


S.T. = Sodium thyroxin. T.S.= Thyroideum siccum orally. 


a local lesion of the 
thyroid gland. Ocea- 
sionally, however, patients are seen who show 
hypothyroidism without myxedema, and whose 
symptoms are similar to the condition seen in pituitary 
destruction, with mental slowness, dry cold skin, 
bradycardia, hypothermia, and in women, disturbance 
of menstruation. Even though no evidence of gross 
pituitary destruction can be demonstrated in these 
patients, the clinical picture suggests that the anterior 
pituitary is failing to stimulate the thyroid, and that 
treatment with thyrotropic hormone might correct 
this condition. 




















CASE VI 
BMR% A man who showed this con- 
30 dition was investigated (Snapper 
eol- = and others 1937). He was aged 44. 
He was apparently robust and 
70+ 4 healthy until the age of 18 when he 
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CHART IV (Case 6).—Hypothyroidism without myxcedema, 


hormone, 


many years he had noticed that he 


T.H.= Thyrotropic - : . 
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hair had been falling out, and shaving became less 
frequently necessary. Recently he began to get very 
breathless on exertion, and to have severe palpitations, 
often with marked precordial discomfort. 

On examination he was extremely pale. The skin was 
dry and cool. There was marked frontal and occipital 
alopecia, and the eyebrows were thinned on the outer sides. 
The beard was scanty, the axillary hair absent, and the 
pubic hair poorly developed and of feminine distribution. 
He was very slow mentally, and in all his movements. 
His temperature was subnormal, but his pulse-rate was 
normal. He was severely anemic and had achlorhydria 
to histamine. This was treated with iron and the anemia 
was repaired. The piles were injected and the loss 
of blood ceased. The repair of the anemia lowered the 
pulse-rate and improved his cardiovascular symptoms, 
but there was no effect on his other conditions. The 
basal metabolic rate now varied between minus 14 and 
minus 30 per cent. He was given six daily doses of 
thyrotropic hormone, making a total dosage of 6000 units. 
Following this, there was a dramatic change in his condi- 
tion. His skin became warm and moist, he developed a 
fine tremor of the hands, and in contrast to his former 
lethargy he became nervous and excitable, and at times 
very restless. The thyroid gland became slightly swollen, 
and a systolic bruit became audible over it. The basal 
metabolic rate rose rapidly and continued to rise for three 
weeks, reaching a maximum of plus 88 per cent. The 
reaction then slowly subsided, and the metabolic rate 
fell during the next ten days to 12 per cent. (Chart TV). 


Discussion 


From the evidence it is justifiable to conclude that 
the thyroid gland in man is under the control of the 
anterior pituitary gland. In the absence of stimula- 
tion from the pituitary, thyroid function ceases, and 
variations in the amount of stimulation by the thyro- 
tropic hormone regulate the degree of thyroid activity. 
The hormone thus provides a valuable weapon for 
deciding in any case of hypothyroidism, whether the 
hypothyroidism is secondary to failure of the pituitary 
or is a primary thyroid failure. Cases of hypo- 
thyroidism can be then classed into two main groups. 
In the first variety or true myxedema, whether 
spontaneous or from thyroid removal, no response 
can be obtained by giving thyrotropic hormone, and 
replacement therapy with thyroid itself must be used. 
This observation is interesting, since it has been 
shown that in some cases of myxcedema there may 
be excessive amounts of thyrotropic hormone circulat- 
ing in the blood. 

There is a second and much smaller group of 
patients who show hypothyroidism, without the 
pathognomonic sign of myxedema, the infiltration 
of the subcutaneous tissues. They have mental 
retardation, associated with alopecia and dryness of 
the skin, bradycardia, and hypothermia, and the 
clinical picture resembles pituitary destruction, and 
suggests a primary pituitary failure with secondary 
thyroid hypofunction. This has been shown to be 
true of the patient recorded here, since a marked 
response could be obtained by the use of thyrotropic 
hormone, which could not be obtained in cases of 
frank myxcedema, in whom the lesion is presumably 
in the thyroid gland itself. 

The position of hyperthyroidism is not yet clarified, 
and apart from the association of thyrotoxicosis with 
active acromegaly, no suggestion has been found 
that an increased secretion of thyrotropic hormone 
occurs in Graves’s disease. In fact, such observa- 
tions as have been made in man suggest the reverse, 
that there are smaller amounts of hormone present in 
the blood and urine than normally. 

In animals following prolonged treatment with 
thyrotropic hormone the thyroid ceases to overact, 
returns to a resting state, but shows no evidence of 
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exhaustion (Scowen and Spence 1936). There must 
therefore have developed a mechanism for protecting 
the thyroid from excessive stimulation. Apparently 
a substance is produced which inhibits the action 
of the thyrotropic hormone (Collip and Anderson 
1934, Scowen and Spence 1936). This is called an 
antihormone. It is not yet certain whether this be 
an exaggeration of a normal hormone antihormone 
balance, or a response to foreign material injected 
with the hormone. It seems unlikely that an animal 
would develop a true antibody to its own hormone, 
since this would render it valueless to the organism, 
though an antibody might be formed in response to a 
hormone prepared from a different species. But, if 
one considers that there is normally a balance between 
hormone and antihormone, failure of production of 
antihormone would make the thyroid and possibly 
other structures more susceptible to the action of 
smaller concentrations of thyrotropic hormone. 

It is interesting to note that exophthalmos can be 
induced in animals by injections of thyrotropic 
hormone, even when the thyroid is no longer over- 
active or has even been removed (Loeb and Friedman 
1932, Marine and Rosen 1934, Schockaert 1932). 
This fits well with the clinical observation that 
exophthalmos may progress or even develop for the 
first time after thyroidectomy in Graves’s disease. 

Apart from cases of pituitary insufficiency, it is 
doubtful whether there be any therapeutic indication 
for the use of thyrotropic hormone in man, as hypo- 
thyroidism can be corrected, and the metabolism 
accelerated more simply, more cheaply, and perhaps 
more safely, by the administration of thyroid extract. 
Nevertheless, more knowledge must be obtained from 
human material of the actions of the thyrotropic 
hormone and its behaviour in health and disease. 
The question of the production of antihormones in 
man must also be investigated, for as yet such sub- 
stances have only been found in animals, and the 
final proof that they have any bearing on the practice 
of medicine must rest on observation in man. 


Summary 


Thyrotropic hormone prepared from the anterior 
pituitary gland of the pig raised the metabolic rate 
in man in health and in cases of pituitary insufficiency, 
but was without effect in myxedema. 


My thanks are due to Prof. L. J. Witts and Prof. J. 
Paterson Ross for the facilities which they have given 
me. I am grateful to Dr. A. N. Macbeth of Organon 
Laboratories and Prof. Schoeller of Schering Ltd. for 
supplies of anterior pituitary material. 
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WORLD-WIDE MALNUTRITION. — Speaking in the 
second committee of the League Assembly at Geneva 
on Sept. 22nd, Mr. Robert Bernays, parliamentary 
secretary of the Ministry of Health, referred to the 
extent of malnutrition outside Europe. In India, he 
said, there were probably millions of people who could 
not afford more than one meal a day ; in China, according 
to the Chinese Government, ‘‘ most Chinese are in a state 
of malnutrition all the time”; and from his own personal 
experience this spring he could emphasise how acute there 
was the problem of undernourishment in tropical Africa. 
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WELL-AUTHENTICATED cases of infective endocar- 
-ditis caused by Bacterium coli are sufficiently uncommon 
to warrant description of a single example. 

A girl, aged 18, was admitted to the Cardiff City Isolation 
Hospital on April 22nd, 1937, as a case of typhoid fever. 
It was subsequently elicited that two years earlier she 
had had an illness simulating chorea. She had been ill 
since April 15th with headache, shivering, repeated 
vomiting, and obstinate constipation. The day before 
admission her serum gave O agglutination to 1/50, but no 
H agglutination, with Bacterium typhosum, and no 
agglutination with the paratyphoid organisms. 

On admission she ccriplained of severe frontal head- 
ache and drowsiness. Her temperature was 101-2° F., 
pulse-rate 122, respiretions 26. The heart sounds were 
regular, but the apical first sound was blurred. The 
fauces were injected and the tongue furred. Nothing 
abnormal was felt in the abdomen. 

Investigations and progress.—Repetition of the Widal 
tests on April 26th showed no change. The leucocyte 
count at this time was 13,000 per c.mm. (polymorphs 
69 per cent.). By the 29th there was increased drowsiness, 
a temperature oscillating between 100°-103° F., and a well- 
conducted apical systolic bruit. A tentative diagnosis of 
infective endocarditis was made. From April 30th 
onwards crops of petechial hemorrhages appeared on 
various areas of the skin and in the conjunctive, 
and the cardiac bruit grew more pronounced. Four days 
before death the area of splenic dullness became definitely 
enlarged, and the previously swinging temperature dropped 
to normal. She became very apathetic and exhausted, 
incontinent of urine and feces, and died on May 10th. 
Daily examination of the urine during her illness 
consistently revealed a trace of albumin and occasionally 
red blood-cells. In spite of repeated attempts the 
causative organism was not recovered from the blood. 

Pathology.—At the post-mortem examination acute 
infective endocarditis was found. The auricular surfaces 
of both cusps of the mitral valve were completely hidden 
by exuberant masses of deep red friable vegetations, 
which almost occluded the valvular orifice, and extended 
upwards on to the auricular walls and downwards over 
the chorde tendinew. Microscopically the vegetations 
consisted of fibrin thrombus in which were embedded 
clumps of short or almost coccoid Gram-negative bacilli. 
There was acute inflammation of the mitral valve, but no 
sign of old inflammation or other abnormality. The 
kidneys contained many small pyemic abscesses and in 
the lower pole of the left kidney there was a recent septic 
infarct. In both the abscesses and the infarct were masses 
of Gram-negative bacilli similar to those in the mitral 
vegetations. The spleen was enlarged and rather soft. 
The lungs showed an early broncho-pneumonia. The 
mucosa of the cecum and the ascending colon was congested 
and microscopically there was in some areas necrosis 
of the villi with scattered hemorrhages in the submucosa. 

The whole of the skin surface, the conjunctive, and the 
pleure and peritoneum were flecked with numerous deep 
red petechie. The other organs were normal. 

Bacteriology.—A broth culture tube inoculated from the 
centre of one of the mitral vegetations gave a pure growth 
of a non-motile Gram-negative bacillus, which consisted 
of short plump rods and almost coccal forms, similar 
to those seen in the vegetations and in the kidney lesions. 
On agar it produced after 24 hours low convex glistening 
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grey colonies of a form commonly assumed by Bact. coli. 
On human and rabbit blood agar the colonies became 
surrounded after 24 hours with a zone of hemolysis. The 
organism gave a negative Voges-Proskauer and a positive 
methyl-red reaction ; it produced acid and clot in milk, 
and reduced nitrates. It failed to liquefy gelatin. It 
fermented lactose, glucose, mannitol, and dulcitol with 
liberation of acid and gas. It failed to ferment maltose, 
saccharose, insulin, salicin, and adonite. Culturally and 
biochemically, therefore, it fell into the group Bact. coli. 


DISCUSSION 


Cases of Bact. coli endocarditis are reported by 
Horder (1906), Norris (1911), Thayer (1926), Cowan 
(1926), Dickar (1932), Phipps (1932), Duhig (1933), 
and by Crawford and Cruickshank (1934). 

Owing to the ease of contamination of tissues in the 
cadaver with coliform organisms we consider it 
essential that, besides culture of the organism from 
the affected valve, microscopic examination should 
reveal the abundant presence of a Gram-negative 
bacillus in the vegetations. Of the cases cited above 
only one case recorded by Horder, two by Dickar, 
one by Duhig, and one by Crawford and Cruickshank 
satisfy these postulates and are admitted to discussion. 

Dickar, on the grounds that the organisms isolated 
from his cases failed to ferment saccharose, dulcitol, 
and salicin, but fermented adonitol, classified them as 
Bacterium acidi lactici, which he regards as a species 
different from Bact. coli. It has, however, long 
been recognised that different strains of Bact. coli, 
though similar in most cultural and biochemical 
properties, vary in their power to ferment certain 
sugars and alcohols. Topley and Wilson (1936) 
do not consider that minor differences of fermentative 
power justify the creation of separate species in 
addition to Bact. coli. They prefer to group commonly 
occurring strains with similar motility and fermenta- 
tive powers as varieties within the species Bact. coli, 
so that according to their classification Dickar’s 
two organisms have the characteristics of Bact. coli, 
var. acidi lactici. 

Crawford and Cruickshank entitle their case 
““ Infective Endocarditis due to Bact. coli,’’ and state 
that the organism isolated from the heart valve gave 
all the reactions of Bact. acidi lactici. They do not 
discuss its bacteriology, but clearly consider it very 
closely related to Bact. coli. Duhig’s organism falls 
exactly into the variety Bacterium immobile of 
Topley and Wilson. Bacteriological details of Horder’s 
organism are not given. The organism isolated 
from the present case, though culturally and in most 
biochemical respects falling within the species 
Bact. coli, does not exactly correspond in fermentative 
properties with any of the varieties tabulated by 
Topley and Wilson. - 

A question worth consideration is the point of 
entry and original focus of infection in these cases 
of Bact. coli endocarditis. Jacob (1909) and Brian 
(1912), in two series of cases of Bact. coli septicemia 
without endocarditis, found that the common sites 
of primary infection in descending order of frequency 
were the biliary tract, the urinary tract, the gastro- 
intestinal tract, and female genital tract. Felty and 
Keefer (1924), whilst corroborating the importance 
of these sites, rank genito-urinary infection at the 
head of the list. Out of their 28 cases of Bact. coli 
septicemia 20 had undergone surgical manipulation 
of the genito-urinary tract. All these authors 
record a small remnant of cases in which no primary 
focus could be found. 
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Of the cases of Bact. coli septicemia with endo- 
carditis now under review, Duhig’s had a pyelo- 
nephritis following pregnancy, one of Dickar’s a 
prostatic abscess, which had been incised from the 
rectum, and the other cholecystitis ; from all these 
oci an organism identical with that found in the 
heart valve was cultivated. No primary lesion is 
mentioned in Horder’s case. Crawford and Cruick- 
shank, on the grounds that their case had suffered 
from gastro-enteritis and showed an inflamed but 
not ulcerated colon, suggest its mucosa as the portal 
of entry of the causative organism. In our own 
case we consider the microscopic lesions in the colon 
mucosa to be secondary to the septicemia, and the 
primary focus remains unascertained. 


Our special thanks are due to Dr. W. Parry Morgan, 
Cardiff City bacteriologist, for confirming the bacterio- 
logical findings. 
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INTESTINAL INFESTATION BY LARVA OF 
A DRONE FLY 


By H. A. Cookson, F.R.C.S., M.R.C.P. Edin., 


D.P.H. Camb. 


HONORARY PATHOLOGIST TO SUNDERLAND ROYAL INFIRMARY ; AND 


H. Otproyp, B.A., F.R.E.S. 


ASSISTANT KEEPER, DEPARTMENT OF ENTOMOLOGY, BRITISH 
MUSEUM (NATURAL HISTORY) 


A MAN aged 35 complained that he had noticed 
blood and a large number of “ worms ”’ in his motion. 
Beyond some slight itching around the anus he was 
not inconvenienced in any way. 


He was a glazier by trade, but previously a sea-going 
engineer. He had made three trips abroad (dates not 
known), covering a period of 12 months in all, visiting 
India twice and the Black Sea once. 

Two years ago, in the summer of 1935, he passed, he 
says, two “‘worms” of the same kind as those passed 
during the present attack. On both occasions he was 





Late larval (“‘rat-tailed”’) stage of Eristalis. 


using a field latrine on a housing estate on which he was 
working, and thus saw the parasites easily. Apparently 
there were no parasites noted in between the two occasions, 
and so far only on one occasion this year—namely, i 

the early days of August. It was this that caused him 
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to come dian unite - care, He is a decent, intelligent 


man, earning a fair wage, and living in a good, working. 
class district. 

The larva found in the stools was identified as a 
syrphid, one of the drone flies of the genus LZristalis, 
which breed in water containing a high proportion of 
manure or rotting matter of any kind. It was well grown, 
but had not reached the adult stage, as has been known 
in some other forms of myiasis. The illustration shows the 
** rat-tail’’ characteristic of this stage of development. 


A number of cases of myiasis by drone-fly larve 
have been recorded. Austen (1910) mentions a woman 
who had come to this country recently, from France, 
and expresses the opinion that the infection was 
brought about by eating watercress. Riley and 
Johannsen (1932), in their text-book, state that 
Hall (1918) records 17 such cases, including that of 
a boy who drank from a ditch full of rotting material. 
The most probable source of infection in all cases of 
this kind is the drinking of foul water containing the 
eggs or very young larve. 

The larve are saprophagous, and it is very unlikely 
they would attack living tissues. The damage to 
the intestine resulting in the bleeding in the present 
case would be merely incidental to the passage of a 
large number of larve. No doubt normal vermifuge 
treatment would be effective. 


Our thanks are due to Dr. W. A. Carruthers of Sunder- 
land for permission to publish these notes about his case. 
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INTUSSUSCEPTION STARTING IN AN 
INVERTED MECKEL’S DIVERTICULUM 


By LEonaARD Ley, M.B., B.Chir. Camb. 


SURGEON TO GREAT YARMOUTH HOSPITAL, NORFOLK 


THIS case came under my care on August 27th. 


The patient was a plump baby of five months, a girl. 
She had been fed partly at the breast and partly on Nestlé’s 
milk. Pain and vomiting had begun 36 hours previously, 
and a motion had been passed with a little blood. 

When I saw the child she had been quiet, except for 
one attack of crying in the 14 hours since admission to 
hospital. The face was rather pinched, and an attempt 
to examine provoked crying. I gave chloroform and felt 
a tumour which was less defined than I should have 
expected with so long a history. Rectal examination 
showed the rectum to be full of soft fecal material; no 
blood. 

On opening the abdomen I found an enterocolic intus- 
susception reaching to the middle of the transverse colon. 
It was reduced fairly easily, and proved to have an inverted 
Meckel’s diverticulum as its apex. This diverticulum had 
rather a broad base and was about half an inch in length. 
In view of the infant’s tender years and the long history, 
I decided to do no more. The abdomen was closed in 
layers, and a perfect recovery followed. 


I propose to resect the diverticulum and remove 
the appendix, when and if the child is three or four 
years old. 


MonmovutH Hospirat.—Mrs. J. R. Harding has. 
opened a new casualty ward at this hospital. 


WorcesteER Roya INFIRMARY.—Lord Nuffield is 
sending this hospital a further gift of £10,000 which 
he suggests might be used to provide beds for paying 
patients. 
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REVIEWS AND NOTICES OF BOOKS 


— 


A First Course in Hygiene 

Ninth edition. By Roperr A. Lyster, M.D., 
Ch.B., B.Se., D.P.H., Lecturer in Public Health and 
Lecturer in Forensic Medicine at St. Bartholomew’s 
Hospital. London: University Tutorial Press. 
1937. Pp. 376. 48. 6d. 

2. Health Education of the Public 

By W. W. Bauer, B.S., M.D., Director, Bureau of 
Health and Public Instruction, American Medical 


Association; and Tuomas G. Hutt, Ph.D., 
Director, Scientific Exhibit, American Medical 
Association. London: W. B. Saunders Co. 1937. 
Pp. 227. 132s. 


1. Tue revision of an established text-book on 
hygiene intended for non-medical students, teachers, 
nurses, school visitors, members of local government 
bodies, and those generally who are interested in the 
public health is of topical interest in view of the 
national campaign inaugurated during the present 
week. The discussion of each topic is preceded by 
instruction in the anatomy and physiology of the 
system chiefly involved, or in the physics and chemistry 
of the environmental mediums reacting on health, 
and relevant experimental work is described. While 
most of the subject matter has been brought well up to 
date some is disappointing. There is no reference to the 
modern product of low-temperature carbonisation 
among fuels ; accredited is classified with tuberculin- 
tested milk as possibly exempt from the need of heat 
treatment ; the chemical constitution of vitamins is 
dismissed with a statement that it is “not fully 
understood’; the variety of vitamins which come 
under the designation B is ignored ; and the problems 
of infection and immunity are inadequately explained. 
Nevertheless, a very wide range of material is 
well covered, and the book, which is copiously 
illustrated, should be useful to teachers who are 
equipped to supplement its information where 
necessary. 

2. The appearance of this book is also opportune. 
It brings together the experience of two American 
scientists who have specialised for many years in the 
technique of health education, and are fully aware of 
the difficulty of securing a sustained interest in any 
sort of repetitive publicity. They discuss each 
medium—wireless, exhibits, public addresses, pam- 
phlets, the press, the cinema, personal correspondence, 
and other devices—assess its value and describe in 
detail the conditions of its successful use. There are 
numerous illustrations. While the book is intended 
for American readers,.those who are embarking on 
health education in this country will doubtless read 
it with profit though perhaps not always with agree- 
ment. As it emanates from a medical organisation, 
it pays a proper regard to the ethics of professional 
participation in a health or any other campaign. 
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Evolution and its Modern Critics 


By A. Mortey Daviss, D.Sce., lately Reader in 
Palzxontology in the University of London. London : 
Murby and Co. 1937. Pp. 277. 7s. 6d. 


WueEN Dr. Johnson took a turn through Scotland, 
he went out of his way to visit Lord Marboddo who 
held that the ourang-outang was nothing less than a 
man who had failed to develop his capacity for 
speech. Since then a good deal of evidence has been 
accumulated from a variety of sources which has 





provided a convergent and consistent mass of prob- 
abilities convincing to most people of the truth of 
evolution. Some are, however, still refractory, 
especially Mr. Douglas Dewar, and for their con- 
version Prof. Morley Davies has written this eminently 
readable little book. It is in no way a formal state- 
ment of the evidence but a rather gossipy discussion 
of some of the difficulties made by Mr. Dewar and 
others, the bulk of the data being, as one would 
expect, paleontological. It will of course have no 
effect on those who do not believe in evolution: 
belief, including scientific belief, depends on inclina- 
tion rather than evidence. Many believe in the 
theory of evolution because it has proved itself 
productive of new knowledge, and if it ever loses 
that criterion of truth they will have no more con- 
fidence in it. The readers to whom we would recom- 
mend this book are those who believe in evolution 
already and would like to know more about it. 





Das Hormon des Corpus Luteum 
Biologie, Chemie und Klinik. Von Dr. Ericu 
Frets, Dozent fiir Geburtshilfe und Gynikologie. 


Leipzig und Wien: Franz Deuticke. 1937. 
Pp. 169. M.12. 


THE author of this monograph has himself done 
original work on the hormonal action of the corpus 
luteum, and has also enlarged his experience by 
contact with a famous teacher, Prof. L. Fraenkel. 
His survey is timely in view of the isolation and 
laboratory preparation of progesterone, the pure 
hormone. The historical and physiological aspects 
of the subject are well described, and the chapter 
on the chemistry of progesterone is written with 
the authority of Dr. K. Slotta, one of the first to 
isolate the hormone. The consideration of the 
clinical applications of the hormone is restricted to 
one chapter of thirty pages. On one point we join 
issue with the author: Fels and Slotta believe, and 
are alone in their belief, that the two interconvertible 
forms, a-progesterone and {-progesterone, differ 
slightly in their biological activity, and that a mix- 
ture of the two forms is about twice as active as 
either separately. Such an effect, if it existed, would 
be interesting and important, but neither in this 
book nor elsewhere has there been published any 
theoretical support for the peculiar type of isomerism 
postulated ; a collection of animal assays, statis- 
tically treated, would be necessary to support the 
view put forward if it is to carry conviction. It 
is fair to add that here as elsewhere in this valuable 
monograph the arguments for and against the theory 
are impartially reviewe,l. 





An Introduction to the Theory of Statistics 
Eleventh edition. By G. Upny Yute, C.B.E., 
M.A., F.R.S., Fellow of St. John’s College and 
formerly Reader in Statistics, Cambridge; and 
M. G. Kenpatt, M.A., formerly Mathematical 
Scholar of St. John’s College, Cambridge. London : 
Charles Griffin and Co. 1937. Pp. 570. 2l1s. 


Mr. Udny Yule’s text-book, first published in 1910, 
was based upon the course of instruction he gave 
during his tenure of the Newmarch lectureship in 
statistics at University College, London, in 1902-09. 
It soon won a wide recognition, and for statistical 
workers it has become and remained an essential 
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item of equipment, of which the value has not been 
lessened by the growing number of its competitors. 
In ensuing editions some revisions were made and 
additional matter has from time to time been 
incorporated in supplements to cover recent advances 
in statistical methods. But after twenty-five years 
of productive life it seemed that the time had come 
when a complete revision should be undertaken. 
This task Mr. Yule was reluctant to undertake 
himself, believing, with customary modesty, that 
it would be better done by a younger man more in 
touch with recent literature and less affected by 
prejudices in favour of the old and familiar. In 
Mr. Kendall he has found an admirable collaborator, 
and the conservative reader will rejoice to note that, 
apart from the substitution of some numerical 
illustrations by newer ones, very little of the original 
material has been deleted, The major changes lie 
in the additions made. These include several new 
chapters on sampling, with an excellent introductory 
chapter to the statistical technique applied to small 
samples and the inferences that can be drawn from 
them. Other new sections deal with moments and 
measures of skewness and kurtosis, with simple 
curve fitting by the method of least squares, and with 
interpolation and graduation. Tables of various 
functions required in statistical work have ‘been 
included at the end of the book. The publishers have 
played their part by providing a larger page and a 
type which is a distinct improvement on the old. 
In its new form this classic should long continue to 
be of service to all students of statistical theory and 
technique who are not daunted by algebraical 
formule. 





The Backward Child 


By Cyrit Burt, M.A., D.Se. Oxon., Professor of 
Psychology in the University of London. London : 
University of London Press. 1937. Pp. 694. 20s. 


Prof. Burt makes it clear that backward children 
cannot be dealt with in the mass. They have to be 
studied as individuals after an attempt has been 
made to assess the particular cause or (more usually) 
causes which have contributed to their condition. 
His book provides a very complete equipment for 
investigation of individual cases, and describes 
methods of examination and testing in great detail ; 
but his idea that teachers could carry out much of 
the work seems to us rather optimistic. 

In more than half the backward children investi- 
gated by Prof. Burt in London and Birmingham the 
major cause of their state was dull intelligence. 
Specific intellectual disabilities, temperamental pecu- 
liarities, sensory and motor defects, physical ill 
health, and social obstacles played only minor parts. 
At least 70 per cent. of the cases were definitely 
psychological in origin. Bodily weakness and mal- 
nutrition were never more than contributing factors ; 
and indeed the experience of experts seems to be 
that it is rare for physical treatment by itself to 
change a backward child into an average scholar, 
a fact worth noting. Incidentally, Prof. Burt dis- 
credits the myth beloved of speech-day orators that 
great geniuses have been dullards at school. The 
dull remain dull; all that can be said is that some- 
times the accidentally backward make a_ better 
showing in after life than was anticipated. 

Prof. Burt has given considerable attention to 
the vexed question whether a change from left- to 
right-handedness tends to produce stammering. He 
concludes that stammering mostly occurs in neurotic 
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children, and that it is usually accompanied by 
other indications of nervous disturbance. He is 
disposed to the view that the fundamental cause of 
disturbance is not the change of hand but the strain 
of substituting written words for spoken. Permanent 
left-handedness, he believes, results more from 
custom than from inherited compulsion, and a change 
should be effected early, best of all before speech 
begins. Even at a later date, however, change to 
the use of the right hand is mostly safe if skilfully 
guided. 

On speech defects Prof. Burt is equally illuminat- 
ing. Speech is a motor process, guided by cognitive 
control, motivated, and liable to be disturbed by 
emotion; all three elements must be considered in 
training children who stammer. 

Unlike some modern authorities, Prof. Burt is a 
definite advocate of segregation for the backward 
child. He believes separate classes or schools 
necessary in the interests of all concerned—a view 
contrary to that expressed in the recent circular 
issued by the Board of Education.! 


Surgery of the Sympathetic Nervous System 
Second edition. By Grorce E. Gask, C.M.G., 
D.S.0., F.R.C.S. Eng., Emeritus Professor of Sur- 
gery, University of London; Consulting Surgeon, 
St. Bartholomew’s Hospital; and J. Paterson 
Ross, M.S. Lond., F.R.C.S. Eng., Professor of 
Surgery, University of London; Surgeon and 
Director of the Surgical Unit, St. Bartholomew’s 
Hospital. London: Bailliére, Tindall and Cox. 
1937. Pp. 191. 16s. 


Apout ten years ago a great wave of enthusiasm 
for sympathetic denervations spread to this country 
from foreign parts. It brought with it operations 
for almost innumerable conditions, and its subsidence 
has left some of these high and dry, and has removed 
others completely. Some surgical procedures have 
neither been generally accepted nor rejected as value- 
less, and guidance is urgently needed on the results 
to be expected from their trial in suitable cases. 
This monograph, which has been brought well up to 
date, is an authoritative account based not only 
upon reports but on wide personal experience of the 
surgery of the sympathetic system. 

The great Sir William Turner,asked by a student 
where the sympathetic system begins, is reported to 
have roared: ‘‘ The sympathetic, Sir, has no begin- 
ning.” There are even now wide gaps in our know- 
ledge of the anatomy and physiology of the system, 
but a useful summary of current ideas is supplied 
in the first chapter of this book, due weight being 
given to the evidence in favour of a head-end in the 
hypothalamic region. The task of revision has 
apparently fallen to the junior author, since the pre- 
face to this edition is signed by his initials, and his 
skill in incorporating all the important new work 
without increasing the size of the monograph by 
more than a few pages merits warm praise. Salient 
additions include sections on the clinical grading 
and prognosis of Raynaud’s disease, on the recognition 
of localised structural disease of the main arteries, 
on controversial questions connected with afferent 
pathways in the sympathetic system, and on sympa- 
thectomy for dysphagia and associated conditions. 
The work will assuredly continue to help active sur- 
geons, and to guide younger men training for surgical 
appointments and for higher qualifications. 


1 See Lancet, Sept. 18th, 1937, p. 698. 
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ANOTHER NURSING INQUIRY 


THERE is now a serious shortage of nurses, both 
of candidates for training and of applicants for 
staff posts; evidence is conclusive that this 
shortage is no longer local but general. Even 
those training schools whose prestige still main- 
tains their waiting-lists admit that advance book- 
ings are greatly diminished and the news that an 
important hospital is having to close a ward for 
no other reason than inability to staff it has 
released many other institutions from the tension 
of trying to conceal their own position. The 
peculiar difficulty in which they are placed is that 
their very efforts to attract more probationers 
tend to increase the numbers required and also 
the demand for staff nurses. This applies especially 
to the introduction of shorter hours and to the 
adjustment of the proportion of trained to untrained 
nurses so as to remove the reproach that proba- 
tioners are overwhelmed with routine work and 
are not being systematically taught, under super- 
vision, how to tend the sick. 

We need not recapitulate the reasons for the 
present acute shortage; but the fact is worth 
recalling that it was foreseen and might have been 
forestalled, had not the temporary improvement 
in recruitment, which coincided with the general 
slump, given a false sense of security to those 
controlling conditions of service. It is more than 
five years since the issue of the final report of THE 
Lancet Commission on Nursing.’ Between the 
inception of this commission and the conclusion 
of its task in January, 1932, a general decline in 
national prosperity had begun, and at the time of 
going to press the commission noted that recruits 
were coming in better in certain areas, an improve- 
ment attributed by some to the manifest advan- 
tages of a resident post in times of economic 
pressure. The report of the commission created 
widespread interest, much praise, and a measure of 


1 Appointed in December, 1930, ‘‘ to inquire into the reasons 
for the shortage of candidates, trained and untrained, for 
nursing the sick in general and special hospitals throughout the 
country, and to offer suggestions for making the service more 
attractive to women suitable for this necessary work.” The 
members of the Commission were: The Earl of CRAWFORD and 
BALCARRES, P.C., K.T., F.R.S. (chairman). Miss M. D. Brock, 
O.B.E., M. : Litt. D., headmistress, the Mary Datchelor Girls’ 
School. Miss L. CLARK, M.B.E., = R.C., matron, W hipps Cross 
Hospital. Prof. HENRY Ciay, ) M.A., CH'se Sc., late opemeaner of 
social economics in the University of Manchester. iss R. 
DARBYSHIRE, R.R.C., matron, University College Hospital. 
Prof. F. R. FRASER "M.D. F.R.C.P., professor of medicine in 
the University of London, physician to St. Bartholomew’s 
Hospital. Mr. A. LISTER HARRISON, J.P., chairman, committee 
of management, Metropolitan Hospital. Dr. ROBERT HUTCHI- 
80N, F.R.C.P., by to the London Hospital and to the 
Hospital for Sic Children, Great Ormond-street. Mrs. OLIVER 
STRACHEY, chairman, employment committee, London and 
National Society for Women’s Service. Miss EDITH THOMPSON, 
C.B.E., member of council, Bedford College, University of 
London. Sir SQUIRE SPRIGGE, M.D., F.R.C.P., editor of THE 
LANCET, with Dr. M. H. KETTLE, an assistant editor, as honorary 
secretary. The Fina] Report of the Commission was issued in 
February, 1932, and is obtainable from this office (7, Adam- 
street, Adelphi, W.C.2) for 2s. 6d. 
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criticism which. was mainly concentrated not on 
the accuracy of the data or ‘of the deductions from 
them but on recommendations made—among 
more than 50 others—for the division of the pre- 
liminary State examination into two parts, of which 
the first (in anatomy, physiology, and hygiene) 
would be taken before the nurse enters the wards. 
This proposal which was, and still is, strongly 
supported by a progressive section of the nursing 
profession was designed partly to fill the gap 
between the ages of 16 when the prospective nurse 
often leaves school, and 18 or 19 when she is 
admitted to hospital; but it was intended also to 
lighten the burden on the probationer during her 
first year. It was perhaps unfortunate that to 
this proposal was added a suggestion for the 
exemption from the relevant part of this prelimi- 
nary examination of those who hold a university 
degree in one of the subjects, for this gave colour 
to the bogy that the division of the examination 
would endanger the one-portal system of entry to 
the profession, which is rightly upheld as a vital 
part of its present organisation. ‘Those nurses 
who have not ceased to advocate this change have 
already been encouraged by the fact that the 
General Nursing Council for Scotland has adopted 
it and will be gratified by the sympathetic reference 
to this vexed question made by the Minister of 
Health when he announced last week his decision 
to appoint, jointly with the President of the Board 
of Education, a committee to make a compre- 
hensive inquiry into the whole subject of the 
recruitment and training of nurses for the sick. 
There has been no lack of constructive suggestion 
among the recent contributions to the lay press 
on the nursing problem, especially on means 
of bridging the gap between leaving school and 
entering hospital. An attempt has been made 
by the Surrey County Council to organise a special 
two years’ course for prospective nurses in one of 
their secondary schools; this met with a poor 
response in the absence of bursaries or maintenance 
allowances. The Middlesex County Council have 
been more successful with a somewhat similar 
course at the Kilburn Polytechnic. <A far-reaching 
scheme for a “‘ national ”’ college to be subsidised 
by the State has been put forward by the secretary 
of the Queen Mary’s Hospital for the East End, 
Stratford ; and the alteration of the whole basis 
of training ‘‘ so that from first to last nurses shall 
be regarded and treated as scientific students whose 
education and instruction must take precedence 
over any other considerations”’ is proposed by 
Dr. Harotp Batme.? We disagree with Dr. 
BaLME (p. 41) that such an alteration would be a 
logical outcome of the criticisms made by THE 
Lancet Commission ; their efforts were expressly 
directed to the adjustment to modern needs of the 
system of apprenticeship which they desired to 
retain, not out of loyalty to tradition, but because 
they recognised that practical work in the wards 
is far the most important past of a nurse’s training. 


2 A Criticism of Nursing Education, with suggestions for 
Constructive Reform. By Harold Balme, M.D. Durh., C. 
Eng., D.P.H. Lond. London: Humphrey Milford, Oxtord 
University Press. 1937. Pp. 80. 2s. 6d. 
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Concentration on practical nursing duties for long 
periods without the distraction of attendance at 
lectures or classes is indeed a feature of the most 
up-to-date method of training—the “ block ” 
system which has been tried with success in 
Warsaw and in some Scandinavian hospitals and 
has just been adopted at University College 
Hospital. At various stages of their course the 
probationers go back to the training school for a 
few weeks during which they divide their time 
between lectures, classes, and private study, 
doing no hospital work at all. This alternation 
between periods of instruction and periods of 
physical activity seems to work well in preserving 
a fresh outlook and preventing fatigue, but it 
cannot be instituted unless much more sleeping 
accommodation is available than will house the 
complement of nurses needed for the routine work 
of a hospital. Among other recent proposals for 
the reorganisation of the nurse’s work or training 
there remains to record a draft charter prepared by 
the Trades Union Council who would like to enforce 
improvement in the conditions of service offered 
to nurses by organising the profession on trades 
union lines, with a Whitley Council to act as a 
supervising and coédrdinating body to determine 
minimum rates of salary and maximum hours of 
duty. It is safe to predict that this movement 
will not prosper among nurses. It is rather in an 
understanding between the healing professions and 
educational and hospital authorities that hope 
lies. Doctors especially can no longer stand aloof 
and ignore the failure to recruit enough nurses to 
keep pace with the demand, for patients are beginn- 
ing to suffer. The British Medical Association 
made a good start last year by appointing a com- 
mittee which considered various points raised by the 
College of Nursing and endorsed the appeal to 
the Ministry of Health to lend a hand. But even 
since this committee made their report this summer, 
the situation has changed for the worse. 

The only new cause suggested * for the present 
shortage is the declining birth-rate ; and the sug- 
gestion is worth examining if only because it is a 
fresh one, most of the other “ causes ” being only 
too well established; in the words of a con- 
temporary, we are willing to do everything about 
them except change them. If the birth-rate is a 
considerable factor in the present shortage there is 
likely to be another deceptive respite, for it will 
hardly operate next year, or for a year or two 
after, only to act with alarming and increasing 
force in the years after 1940. Girls now 20, 19, 
and 18 years old were born in 1917-19, and in those 
three years the total number of female live births 
in England and Wales was exceptionally low—viz., 
986,731 against 1,292,669 in the three years 1911-13, 
and 1,214,704 in 1914-16. Expressed as rough 
annual averages, in thousands, these figures repre- 
sent 329 per annum in 1917-19, 431 in 1911-13, 
and 405 in 1914-16. The war slump may there- 
fore be relevant to the shortage of candidates ; 
but it must be remembered that this slump was 
followed by a bumper year and that in 1920 there 


® Med, Offr. July 24th, 1937, p. 36. 
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was registered the largest number of births ever 
recorded in a year, including 466,812 female live 
births. These children are now 17 and should 
provide a relatively large source of supply in 1938 
and 1939. But in the more remote future recruit- 
ment of nurses may be gravely affected by the 
diminishing birth-rate. In 1924-26 the female live 
births numbered 1,044,424; in 1927-29, 958,551; 
in 1930-32, 925,512; and in 1933-35, 865,656 ; or, 
as rough annual averages, in thousands, 348 in 
1924-26, 320 in 1927-29, 309 in 1930-32, and 290 in 
1933-35. Ina 10-year period the number of female 
live births has fallen by nearly 60,000 per annum. 
Reduction in mortality can do little to increase 
the subsequent population at adolescent ages. 
Presuming no mortality (or migration) whatever, 
the number of girls reaching their 17th, 18th, and 
19th birthdays in 1940 will be 1,165,419; in 1950 
the corresponding number would be 891,765, or 
nearly a quarter of a million less. With a con- 
currently increasing number of old persons, needing 
probably a higher ratio of nurses to population, 
the outlook is not encouraging. The more reason 
therefore not only to take official cognisance of 
the other causes of the scarcity of nurses but to 
take immediate action to mitigate them. 


VACCINATION AGAINST YELLOW FEVER 


Some regard yellow fever as the most important 
problem in epidemiology for the world to-day. 
Having selected it as a disease pre-eminently 
preventable, the Rockefeller Foundation formed a 
commission twenty years ago for its complete 
eradication ; and, in the words of A. W. SELLARDs, 
who has been a pioneer in this territory, “‘ some of 
the members could hardly wait to begin work for 
fear the disease would just vanish before they 
could make a start.” * By 1925 it did indeed 
seem that yellow fever was on the point of extinc- 
tion in the New World, and the attack was to be 
transferred to Africa. But since then the recog- 
nition of “jungle” or “ silvatic ”’ yellow fever in 
Brazil by Soper and his colleagues; the dis- 
covery by means of the mouse-protection test of 
** silent ’’ areas in Africa and South America; the 
recognition that certain species of monkeys may 
serve as reservoirs for the virus; and last but not 
least the development of air transport capable of 
bringing infected passengers and mosquitoes to 
lands hitherto immune—all these have profoundly 
altered the situation. 

By way of encouragement, on the other hand, we 
have gained a new ally, for the future, in vacci- 
nation. Though lusty, this ally is still but an 
infant, and as to its upbringing there are two 
schools of thought. All have agreed of late years 
in using living virus, for the first attempts with 
killed virus were largely ineffective; but after 
Max THEILER’s demonstration in 1930 that 
viscerotropic virus, rendered neurotropic by pas- 
sage through mice, loses its virulence but still 
confers immunity, two different series of vaccina- 
tions were begun—in America by SAWYER, 
KircHen, and Lioyp, and in Africa by SELLARDS 


1 Sellards, A. W., New England J. Med. 1937, 216, 455. 
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and Laieret. In both series neurotropic mouse 
virus was used at first ; but in the United States 
it was made less potent by adding human (and 
later, monkey) immune serum, whereas in Africa 
it was given alone after attenuation by storage in 
glycerin. Subsequently Lioyp, THermer, and 
{1ccr used viscerotropic monkey virus attenuated 
by culture for two years on embryonic tissue, still 
with the addition of immune serum; but the 
latest development is immunisation with attenuated 
pantropic virus alone, and by May last G. M. 
Frypiay had immunised 65 persons by this means 
without ill effects.* The time has not yet come 
for judging between the two agents—neurotropic 
mouse virus on the one hand, and _ pantropic 
monkey virus (with or without immune serum) 
on the other—particularly since the methods of 
using both are continually being altered and 
improved. Two serious objections, however, are 
raised against the use of neurotropic mouse virus. 


The first is that it circulates in the blood for 
some days after inoculation; so that it is 
theoretically possible for yellow fever to be 


spread by inoculated persons if they are bitten 
by the mosquito vector. STEFANOPOULO has 
managed to infect monkeys in this way, though 
with some difficulty ; but in practice no case of 
infection derived from vaccinated persons has 
been known in French West Africa, and the risk 
is generally considered very slight. Secondly, 
there is the possibility of a neurotropic virus 
ausing nervous lesions in the person who is 
inoculated with it. This has happened fairly often 
—indeed, in 3 or 4 out of every 1000 inoculations. 
This incidence is greater than the incidence of 
similar complications after vaccination against 
rabies or small-pox; but in estimating its importance 
it must be remembered that at least one case has 
been recorded * of encephalitis following serum-virus 
vaccination, though this has been performed far less 
commonly than neurotropic virus vaccination— 
perhaps on 1500 persons compared with more than 
20,000. Nevertheless the balance of opinion at 
present seems to favour the American method as 
carried out by Fryp.ay in this country and Perrir 
and STEFANOPOULO in France, rather than the 
neurotropic mouse-virus vaccination associated par- 
ticularly with the names of SELLARDS and LAIGReT. 
At least the yellow fever commission of the Office 
International d’Hygiéne publique last year held 
it advisable to exercise the greatest care in vaccina- 
tion with neurotropic mouse virus, especially if 
used without the addition of immune serum. They 
added that though vaccination should be recom- 
mended to all persons exposed to the risk of yellow 
fever, the time was not yet ripe for preventive 
vaccination en masse. 

LaIGRET claims that about 20,000 persons have 
been vaccinated in Africa during the last three 
years, and that none of them have afterwards 
developed yellow fever. On the other hand, a 
serological estimation of the immune titres of 


* Communication to the Committee of the Office International 
d’Hygiéne publique, May, 1937. 
3 Sawyer, W. A., Amer. J. Hyg. 1937, 25, 221. 
* Bull, Off. int. Hyg. publ. 1936, 28, 1361. 
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19 persons inoculated between one and two years 
previously showed that in 4 the protective 
properties of the blood had disappeared.® After a 
natural attack of yellow fever immunity sometimes 
lasts a lifetime, but Laicret estimates that the pro- 
tection given by his virus vaccine will not last more 
than five years, even under the best possible con- 
ditions, and he advises revaccination every two 
years, or more often in face of epidemics. Serum- 
virus vaccination probably confers an immunity of 
about the same duration, although comparison is 
said to have revealed lower immune titres than 
in those vaccinated with neurotropic mouse virus 
alone. 


BETTER FO'C’SLES 


THE recent issue by the Board of Trade of 
revised ‘‘ Instructions as to the Survey of Masters’ 
and Crew Spaces” aims at securing improved 
conditions for those manning vessels of the British 
mercantile marine. It has a particular importance 
for port sanitary authorities throughout the 
country in their endeavour to obtain, and maintain, 
satisfactory hygienic standards in crew quarters. 
The importance of the hygiene of crew spaces as 
a subject requiring the attention of public health 
authorities was first emphasised by WILLIAM 
COLLINGRIDGE in a paper read in 1894 before the 
Shipmasters’ Society and published in our own 
columns. Within recent years the medical officers 
of several ports, including London, Liverpool, 
Manchester, Southampton, and Hull, have dealt 
in detail in their annual reports ® with the nature 
of the accommodation provided for ships’ crews. 
They are in agreement that conditions in many 
“ fo’e’sles”’ are unsatisfactory, and that the 
general standard of accommodation found in 
British vessels is inferior to that characteristic of 
ships of Scandinavian, German, and certain other 
nationalities. Criticisms voiced by marine hygie- 
nists of conditions in crew quarters have not been 
purely destructive. COLLINGRIDGE’S paper was 
notable for the recommendations it contained, and 


at intervals since its appearance constructive 
proposals, similar in nature but modified to 
meet modern requirements, have been made 


by such authorities as Dr. J. Howarp-Jones,’ 
the late Fleet-Surgeon Home,’ and Dr. GREENWOOD 
Witson,® while suggestions regarding crew spaces 
in merchant ships were published in 1931 and 
1935 by the Association of Port Sanitary Authori- 
ties of the British Isles. The seamen and firemen 
of the merchant service have also pressed for 
better quarters, and their trades unions were 
partly responsible for the superiority of accommo- 
dation in “standard” vessels built during the 
late war. In 1930 recommendations directed 


5 Bull. Soc. Path. exot. 1937, 30,8. 

* White, C. F., Ann. Rep. Port of London Health Authority, 
1935; Frazer, W. M., Ann. Reps. Liverpool Port Sanitary 
Authority, 1935 and 1936; Dearden, W.F., Ann. Reps. Man- 
chester P.S.A., 1928-1930; Williams, M., Ann. Rep. Southamp- 
ton P.S.A., 1936; Gebbie, N., Ann. Rep. Hull and Goole P.S.A., 
1936 

7 Howard-Jones, J., J. R. sanit. Inst. 1915, 36; Lancet, 1913, 


"8 Home, W. E., Proc. R. Soc. Med. 1926, 19, 95; Lancet, 1930, 
i. 42 > 
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towards the improvement of crew spaces were 
issued by the Shipping Federation, and they were 
revised in 1935. Although resembling those of 
the Association of Port Sanitary Authorities they 
were less comprehensive. In practice their appli- 
cation was limited, but most of the proposals of 
the Federation were adopted for vessels con- 
structed according to plans approved by the 
Board of Trade under the “Scrap and Build ” 
scheme. 

In the past few months a joint committee of 
the Board of Trade and the Ministry of Health 
has been revising the old Instructions, in con- 
sultation with the interests concerned, and the 
new Instructions are the result of their delibera- 
tions. They are already in force, and in the case 
of new tonnage have made legal requirements of 
many of the improvements advocated for a number 
of years by port medical officers and the Associa- 
tion of Port Sanitary Authorities. They provide 
for healthier and more congenial quarters by 
requiring that accommodation be placed amidships 
or aft, and that watches have separate sleeping 
spaces, and by ensuring more satisfactory ventila- 
tion and lighting. They facilitate personal hygiene 
and general cleanliness by requiring the provision 
of improved washing facilities, lockers suited to 
the storage of clothes, and spaces reserved for 
drying clothes and for hanging oilskins. The 
welfare of crews receives further attention in the 
instruction that the crew accommodation in vessels 
sailing to the tropics shall be fitted with adequate 
mosquito protection, and that there shall be a 
hospital in all ships of 2500 tons gross or over. 
The 1937 Instructions differ from those previously 
in force in that they neither encourage nor permit 
of a wide interpretation of their requirements, and 
improvement will undoubtedly follow their appli- 
cation. It is to be noted, however, that not all 
the reforms advocated by the Association of Port 
Sanitary Authorities have been adopted. The 
provision of a messroom near the galley and the 
supply of hot fresh water in washrooms are not 
insisted upon, and the benefits to the crew of 
including a messroom boy among their number 
are not emphasised. These useful items of further 
progress must not be forgotten. 

The provision and maintenance of hygienic 
conditions in crew spaces raise peculiar difficulties. 
The revised Instructions represent a serious attempt 
to grapple with these difficulties, but it is not to 
be expected that they will solve all individual 


‘problems arising in vessels of special types or 


engaged in particular trades. For the revised 
Instructions to achieve complete success it will be 
necessary to enlist the sympathetic coéperation 
of shipowners, shipbuilders, and sailors. There is 
evidence that this coéperation will be forthcoming. 
It will be tested most severely by the problems 
presented by existing ships. The Instructions are 
not retrospective. Although they point out the 
need for improving accommodation in old vessels, 
it is important that sight should not be lost of 
the fact that the standard of accommodation now 
required in new ships iv that considered by sani- 


CHEMOTHERAPY FOR VIRUS INFECTIONS ? 
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tarians to be the minimum essential for the health 
and welfare of crews. Our shipyards are capable 
of providing accommodation second to none. It 
rests with the owners to insist on its provision, 
with masters to supervise its maintenance, and 
with the crews to make of it their home while 
at sea. 


CHEMOTHERAPY FOR VIRUS INFECTIONS ? 


AN investigation of the way in which sulphanil- 
amide affects the multiplication of hemolytic strepto- 
cocci is described by a group of Sheffield workers 
on p. 792, and it is interesting to find them recording, 
inter alia, that the drug may at first actually stimulate 
the growth of streptococci in the blood. This 
stimulation is followed by depression, and they 
discuss the action of the remedy in the light of their 
observations that sulphanilamide is relatively soluble 
in the fatty envelope of the cocci and that (in the 
rabbit) it seems to increase the phagocytic activity 
of reticulo-endothelial cells and the production of 
polymorphs by the bone-marrow. The number and 
variety of organisms that are said to be attacked by 
sulphanilamide and more or less related drugs is so 
great that it hardly comes as a surprise to find it 
stated that they are also active against a virus 
disease. Rosenthal and his colleagues! recall that 
Levaditi found Prontosil ineffective against herpes 
virus infection in rabbits and lymphogranuloma 
inguinale in a monkey, and in their own experiments 
with mice they have had no success with the virus 
of encephalitis (St. Louis type) or of influenza. On 
the other hand they report that prontosil (4-sulphon- 
amide-2-4’-diamino-azobenzene) has a definite pro- 
tective action, in large doses, against the virus of 
lymphocytic choriomeningitis ; and this they believe 
to be the first instance of chemotherapeutic activity 
of a drug against a virus disease. It is noteworthy 
that prontosil soluble, as well as sulphanilamide and 
other related compounds not containing an azo 
linkage, proved inactive against the virus, though 
more potent against bacteria. It is hoped that this 
specialised activity of red prontosil may point to ways 
of making progress in the chemotherapy of viruses, 


A qirt of £80,000 has been made by Mr. Harry 
Oakes to St. George’s Hospital, London. This sum, 
which is the largest single contribution yet made to 
the rebuilding fund, will enable work to be started 
on the new hospital next year. It was intended that 
the rebuilding should be done in three sections, but 
Mr. Oakes’s action has made it possible to proceed 
with the first half. The site to be covered includes 
all the ground as far as the old Underground 
station of Hyde Park Corner. St. George’s has long 
owned half the estate, and the other half was pur- 
chased from the Duke of Westminster in 1906, at a 
very low figure. The arrangement then made, how- 
ever, was that this land would revert to the West- 
minster estate if the hospital moved elsewhere. 
Lord Willingdon, chairman of the rebuilding council, 
states that “no satisfactory offer for the property 
has ever materialised ’’ and that no suitable alterna- 
tive place for the hospital has been discovered. ‘‘ To 
depart from the site is not only, therefore, econo- 
mically unsound but impracticable.” The new St. 
George’s will contain 520 beds instead of the present 
330, and there will be 50 “ private beds for persons of 
limited means.” 


1 Rosenthal, S. M., Wooley, J.G., and Bauer, H., Publ. 
Hith Rep., Wash. Sept. 3rd, 1937, p. 1211. 
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ANNOTATIONS 


LATENT SYPHILIS 


In the present state of knowledge the most reliable 
sign of syphilitic infection is a positive serum 
reaction ; and to say that the infection is “ latent ”’ 
is simply to admit that its site of activity is for the 
moment unknown. A _ positive reaction is often 
found more or less accidentally in the examination 
of blood donors, at antenatal clinics, or in the routine 
of hospital treatment, and in the absence of other 
signs it may be taken too lightly. Cannon ! describes 
96 such “latent” cases, seen in the last two years 
at the Vanderbilt Clinie in New York or in private 
practice, in which the symptoms were not at first 
suspected, either by patient or doctor, of being 
syphilitic, but which yielded so readily to anti- 
syphilitic treatment as to suggest that the disease 
was at least a contributory cause. Once the idea of 
syphilis arose a number were found to show sug- 
gestive signs such as sluggish pupils, absent knee- 
jerks, an accentuated aortic second sound, or a 
history of repeated miscarriages. Of this group 21 
sought treatment for gastro-intestinal disorders. 
Vague dyspepsia and flatulence without definite 
relation to food was the commonest complaint, but 
3 patients had vomited blood, 2 had had melxna, 
and others complained of burning sensations in the 
abdomen or of pain in the right iliac fossa. Seven of 
these had been found to have cardiovascular disease, 
which may have been the basis of their dyspepsia, 
and various diagnoses had been attached to the rest 
after thorough investigation. Antisyphilitic treatment 
cured or strikingly improved 16 of them when dietetic 
or other measures had had little effect. A second 
group of 18 patients had respiratory or cardio- 
vascular symptoms, usually of long standing, such as 
cough, pleuritic pain, asthma, sore-throat, hoarse- 
ness, or ‘“‘sinus trouble,” and their diagnoses had 
ranged from a common cold to pulmonary tuber- 
culosis. Many were referred from the tuberculosis 
clinic, to which their cough with expectoration, night 
sweats, loss of appetite and weight, and pains in the 
chest had naturally led them, but where no con- 
firmatory signs of tubercle had been found. A group 
of 9 patients, complained of urinary troubles 
frequent, difficult, or painful micturition, slight 
enuresis, acute retention, hematuria, or pain in the 
lower part of the back. Several of these gave a 
history of gonorrhea but had not been relieved by 
suitable treatment, and all but one responded to 
syphilitic remedies by lessening or disappearance of 
symptoms. A number of women with menorrhagia 
or metrorrhagia were cured by antisyphilitic treat- 
ment while awaiting admission for operation. The 
remainder of the 96 patients were sent to the clinic 
for conditions as various as vague mental or physical 
ill health, thyroid enlargement, subcutaneous swell- 


ings, painful mandibular joints, glycosuria, and 
inguinal hernia. 
In Cannon’s experience, if there is no active 


syphilitic process of the brain structure, all asympto- 
matic patients can be made Wassermann-negative if 
the best drugs are used, and if the treatment is 
continuous and persisted in long enough, and he 


recommends the thorough treatment of all who 
show a _ strongly positive Wassermann reaction, 


even in the 
claim that 
solely from 


absence of other signs. He does not 
all of his 96 patients were suffering 
syphilis; some for instance probably 
1 Cannon, 


A. B., J. Amer. med. Ass. 1937, 109, 348. 








but he does make 
serum tests, for 


had an associated tuberculosis ; 
out a strong for routine 
careful inquiry for a syphilitic history, and for 
examination of the nervous system, heart and 
aorta, and eyes, wherever an ailment proves obscure 
or obstinate. 


case 


CINERADIOTHERAPY 


Unper this name Prof. A. O. Almeida describes a 
new technique of X ray therapy in which the beam 
of rays, instead of being centred at one point on the 
skin, is moved regularly over a given area. The tube 
is mounted in a carriage drawn from side te side at 
a constant speed by an electric motor working through 
gears, and is itself moved up and down within this 
carriage by another similar mechanism. The area 
over which the tube will operate, and the speed of 
movement of the beam relative to the field of irradia- 
tion, can be precisely regulated. Prof. de Almeida 
and his colleagues claim that by this means the dis- 
tribution of the dose and its decrease in accordance 
with the depth of the tissues and the distance from 
the centre of the beam may be modified at will so 
as to make it as homogeneous as possible over the 
whole of the irradiated tissues, or to concentrate it 
on any given point within them. He argues that, as 
the dose is the product of intensity and time, the 
time factor is the one to vary in order to control the 
dose administered to a given volume of the body. 
His experiments have reached the stage of depth- 
dose determination with wax phantoms, and he 
claims to have obtained percentage depth doses of 
93-1 per cent. at 40 cm. and 87-7 per cent. at 90 em. 
These figures, as his assistants point out in their 
report, are far in excess of those obtainable with a 
fixed tube. The mathematical basis of the results is 
worked out fully in the same number of these proceed- 
ings, which are published in English as well as Portu- 


guese. Radiologists will await with interest the 
clinical results of moving-tube treatment. The 


principle could obviously be applied to therapy by a 
radium bomb. 


A NEW SPECIFIC FOR AMCEBIC DYSENTERY 


THE seeds of ya tan tzu, a plant well known in 
South China, Malaya, and India, have been used 
since 1765 in the treatment of diarrhoea, hemorrhoids, 
and chronic dysentery. It is known botanically as 
Brucea sumatrana and its properties have been 
investigated for more than a year by Dr. Liu Hsiao- 


Liang,? of Chefoo, Shantung. An alkaloid bruca- 
marine has been separated from the seeds and 


Physalis and Bertrand have found a bitter glucoside 
they call kosamine. Dr.- Hsiao-Liang has treated 
19 patients suffering from acute or chronic ameebic 
dysentery with this preparation and 80 per cent. have 
been benefited. These cases were diagnosed by 
demonstrating the active parasite in the stools; 
no other amebicidal drug except ya tan tzu was 
given. The dose was determined by a study of the 
Chinese literature and also from animal tests. To 
adults 20-50 seeds—unbroken, but with the shells 
removed—were administered in capsules in a single 
dose, or in several divided throughout the day. The 
amcebse disappeared from the stools in 2 cases in 
a day, in 7 cases after two days, in 4 after three days, 
in 1 case after five days, and in another after six days. 
1 Archivos da Fundacao Gaffrée e Guinle, Rio de Janeiro, 
June, 1937. 
2 Chin. med. J. 1937, 52, 89. 
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Because of the great relief derived from this treat- 
ment, it was difficult to follow up the after-history 
of these cases, but it is known that 6 relapsed. The 
dysentery in these latter patients responded to further 
treatment and 2 of them reported no further trouble 
after two months. One patient passed six dead 
ascarides after taking the powdered seeds—oil-free 
after ether extraction, Toxic symptoms produced by 
the seeds were nausea, vomiting, abdominal pain, and 
purging, but these were never severe. The main 
advantages claimed for this form of treatment are 
that the remedy is obtainable from any Chinese 
drug-store; it is easily prepared and can_ be 
administered by the mouth. 


RADIODERMATITIS ANDO CANCER 


THe X ray cancer of the skin never appears de novo. 
A radiodermatitis,usually of long duration (3—20 years), 
always precedes it, and this too may not develop until 
months after the last exposure to the rays. Thus 
Simone Laborde ! reports the case of a woman who 
was treated with repeated doses of X rays in 1910 for 
hypertrichosis. 





The result was perfect at the time and it was not till 
three or four years later that the characteristic atrophy 
with pigmentation and telangiectases appeared on the 
chin and on the mucocutaneous borders of the lips. Some 
ten years later, in 1924, she applied for treatment of a 
small ulcer that had appeared on the edge of the upper 
lip. Histologically it was a squamous carcinoma, and a 
dose of X rays previously applied at another clinic had 
had no effect on its evolution. It yielded promptly to 
the gamma rays of radium, and remained healed for three 
years ; but further treatment for recurrences was required 
in 1928 and 1934. 

This history is typical and many another example 
could be found wherever X rays are used either 
for diagnosis or treatment. If such happenings 
are to be avoided—as assuredly they can be 

every radiotherapist must acquaint himself and 
his assistants with the factors of causation 
as clinically observed and experimentally proved. 
Laborde summarises them under four headings : 
(1) The individual X ray dose that causes dermatitis 
is always small, lightly filtered, and repeated at 
varying intervals over a period of months. The hard 
penetrating gamma radiation does not produce 
cancer; on the contrary it is used in its treatment. 
The softer, less penetrating, radiations have their 
carcinogenic analogue in the rays of the sun in 
Australia, where cancer supervening on chronic 
solar dermatitis is a commonplace. (2) There is 
always a latent period before malignant proliferation 
begins. It varies very widely, but its average length 
is 5-10 years, during which there is always a more 
or less demonstrable dermatitis. This is to be regarded 
as a true pre-cancerous stage, closely resembling 
leukoplakia of the tongue. (3) The great majority 
of X ray cancers are squamous-celled, but X ray 
sarcoma can also occur, particularly in relation to 
bony epiphyses and where there has been previous 
tuberculous infection such as lupus  verrucosus. 
Hellner ? reports that he has induced such sarcomas 
in the bone-marrow of rabbits by repeated applica- 
tion of radium, and he recalls Schurch and Uehlinger’s 
similar results with mesothorium paste implanted in 
bony cavities. (4) Of the greatest importance from 
the physiotherapeutic point of view is the relation 
which these X ray cancers bear to their environment. 
It is accepted that once cartilage or bone has been 


1 Laborde, S., Rev. Physiothér. 1 
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invaded the hope of a cure with X rays or radium is 
small. The cancer cells have become radio-resistant 
in a physical sense, because they are protected by the 
calcium deposits around them. Besides the physical, 
however, there is the more complex biological prob- 
lem. Why is it that some malignant growths (e.g., 
rodent ulcer or sarcoma) are more radio-sensitive 
than others (e.g., squamous-celled) ? The question 
seems no easier to answer now that we recognise 
that soft rays encourage malignant growth while 
hard ones counteract it. And finally we have to 
reckon with biological reactions that have been 
modified, maybe, by long-standing dermatitis. Here 
there must be profound alterations in the functions 
of the basal or germ-cell layer of the epidermis, such 
as are clinically demonstrated by characteristic 
shifting of pigment and the appearance of small 
warty excrescences. Endarteritis and destruction of 
elastic and connective tissue are always to be seen 
in microscopical sections, and dye staining shows how 
extensive is the biochemical dysfunction that the 
ailing and atrophic tissues as a whole are undergoing. 
In the words of Laborde, “la radiosensibilité des 
cancers dépend & la fois de action du rayonnement 
sur les cellules néoplasiques et sur le milieu dans 
lequel elles se développent.”’ 


A.R.P. 


THESE sinister initials are being made more and 
more familiar by a spate of books on air-raid pre- 
cautions, designed to instruct either the profession 
or the public. To the five handbooks already issued 
by the Home Office, a new one, of greater value to 
medical men, has now been added on the medical 
treatment of gas casualties.1 Apart from the ‘‘ Manual 
of Treatment of Gas Casualties,’ published in 1930, 
this is the only standard work on the subject. Though 
small it is comprehensive, and it deals thoroughly 
with the gases thought likely to be used in war, their 
effects, the differential diagnosis and treatment. 
Those who find this new knowledge hard to memorise 
may be glad of a brief booklet? by Dr. J. Fenton, 
deputy medical officer of health of Eastbourne, who 
summarises first-aid measures against gas, particularly 
for the information of St. John Ambulance workers. 
Dr. Haden Guest,* besides dealing with gas casualties, 
covers other aspects of air-raid precautions, and 
describes means of protecting the home, industry, and 
vital services; the organisation for doctors, first- 
aid, and hospitals ; and such measures as decontamina- 
tion. Commending the book in a preface Lord Dawson 
says that “ the author makes it clear that air warfare 
creates a new situation in that it may directly attack 
the civil population. . . . It becomes necessary, 
therefore, that men and women should know the 
nature of the risks to which they would be exposed 
and how to protect themselves therefrom.’ The 
fourth book under review is a much more elaborate 
work, on the air defence of the civil population, 
by a barrister and an engineer. Of limited medical 
interest, it is a grim exposé of the past history and 


2 Air Raid Precautions Handbook No. 3. Medical Treatment 
of Gas Casualties. H.M. Stationery Office. 1937. Pp. 145. 6d. 

* Gas. A Synopsis of Defence Against By John Fenton, 
M.B., B.Ch., B.A.O., D.P.H., Deputy Medical Officer of Health, 
County Borough of Eastbourne; County Surgeon, St. John 
Ambulance Brigade. London: Dale Reynolds. 1937. Pp. 52. 
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* If Air War Comes. A Guide to Air Raid Precautions and 
Anti-gas Treatment. By Dr. L. Haden Guest, M.C., formerly 
Medical Instructor, Air Raid Precautions Department, Home 
Office. London: Eyre and Spottiswoode. 1937. Pp. 88. Is. 

* Air Defence and the Civil Population. By H. Montgomery 
Hyde, M.A., D.Lit., and G. R. Falkiner Nuttall, M.A. London: 
Cresset Press. 1937. Pp. 239. 128. 6d. 
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present state of air attacks on the civil population and 
of how these attacks are being prepared for ; chapters 
are included on individual and collective protection, 
structural precautions, and the measures taken in 
foreign countries. The conclusion forced upon the 
reader of these various books, as of our daily news- 
papers, is that applied morals must somehow be 
made to keep pace with applied science. 


DEVELOPMENTS AT HARROGATE 


On Oct. 6th Sir Kingsley Wood will lay the founda- 
tion-stone of a new extension of the Harrogate Royal 
Baths. The improvements now to be made have 
been under consideration by the corporation for 
several years, and great pains have been taken over 
design and equipment. Two years ago a committee 
of officials and members of the Harrogate corpora- 
tion visited spas both at home and abroad, and the 
new block of buildings will incorporate interesting 
new developments and devices in balneological 
treatment. The extension includes: (1) an entirely 
new block of buildings adjoining and connecting the 
present baths; (2) reconstruction of the winter 
gardens; and (3) general refitting of the existing 
bathing: establishment at the Royal Baths. It is 
expected that the developments will be complete 
in about two and a half years. The estimated cost 
is £66,000. 

BCG 


Dr. Birkhaug! writes with unusual detachment 
about BCG. At the invitation of Prof. Calmette he 
spent several years in Paris studying tuberculosis at 
the Pasteur Institute, and now, as a member of the 
staff of the Christian Michelsen Institute in Bergen, 
he is entrusted with the task of preparing BCG 
cultures for administration in Norway. His survey 
will give complete satisfaction to neither of the two 
parties that have waged such spirited war on each 
other over BC G, and just because he is neither hot 
nor cold, he will prove exasperating to the gladia- 
torially minded. A pendant to his opinion that 
BC G is no virus fire is that there are good grounds 
for believing that on further culture it will ultimately 
lose its present power of immunising against tuber- 
culosis. His examination of the conditions under 
which the gospel of BCG has been preached in 
certain quarters reveals not only an ignorance of ele- 
mentary rules to which statisticians should submit 
their calculations, but an irascibility that is inappro- 
priate to scientific debate. His own view, neverthe- 
less, is favourable since he holds (1) that B C G never 
provokes progressive and fatal tuberculous lesions 
even in the most receptive subjects ; and (2) that it 
is pre-eminent among tuberculosis vaccines in its 
capacity to enhance resistance to the infection- 
notably when it is given by intracutaneous injection 
rather than by mouth. 


MONGE’S DISEASE 


Very little is heard in England about the disease 
of great altitudes first fully described by Monge in 
1928, which is, in America, usually called by his name. 
On this side of the Atlantie our attitude towards 
altitude is, perhaps, more academic and less clinical ; 
but Monge’s descriptions of symptoms are of value 
to the physician whose work brings him into direct 
contact with patients rather than experimental 
animals. In the paper under review? he does not 
deal with the symptoms of acute mountain sickness 


1 Birkhaug, K., Nord. med. Tidskr. August 14th, 1937, p. 1333. 
2 Monge, ( 32 
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but is concerned rather with the occasional failures 
to acquire the necessary adjustments for life at great 
altitudes and with the loss of these adjustments once 
acquired. His “‘ subacute mountain sickness,” which 
corresponds essentially to the disease of mountaineers 
described by the doctors attached to the various 
Himalayan expeditions, may progress to a severe 
form of altitude erythremia, called by him “ chronic 
mountain sickness.’”’ Here he overlaps the earlier 
work of Barcroft, but his observations are wider and 
cover every system of the body. He describes the 
cyanotic appearance of those whose adaptation has 
failed, the congestion of the mucous membranes, 
clubbed fingers, emphysematous thorax, dyspnoea, 
lassitude, blurred vision, mental changes, and nausea, 


but does not mention that much of the digestive 
disturbance is now known to be due to a slowing 
in the emptying-time of the stomach. He also 


omits all reference to Campbell’s work on the liver ; 
but his account is admittedly condensed. 

In many of its essential signs and symptoms Monge’s 
disease is very like the essential erythremia of 
Vaquez. It differs from it chiefly in the immediate 
relief obtained by a descent to sea-level. 


SURGEONS FROM BARBERS 


AN invitation to deliver the Thomas Vicary lecture 
at the Royal College of Surgeons of England was 
the origin of an entertaining monograph now pub- 
lished by a distinguished physician.! Dr. Wall’s 
subject developed as he studied it, and he quickly 
perceived that the compass of an hour’s lecture was 
wholly insufficient to do justice to the story which 
he now presents in detail. The separation of the 
two component parts of the Barber-Surgeons’ Com- 
pany was determined by a laudable aspiration on the 
part of the to raise the status of their 
profession ; and though the barbers were opposed to 
the proposal a committee of the House of Commons 
came. to the conclusion that the surgeons had made 
out a good case and that the creation of a separate 
Company of Surgeons ‘‘ would contribute much to the 
improvement of surgery and thereby become a 
matter of public utility.” In 1745, therefore, the 
surgeons’ company was incorporated as a company 
on similar lines to other city companies with a master, 
wardens, court of assistants, liverymen, and, since 
the surgeons were the official examining body for the 
medical entries to the Navy, the Army, and the 
East India Company’s service, a court of examiners. 
The new company emerged from its old association 
with the barbers with little material endowment, all 
the real and personal estate, except the Arris and 
Gale trust funds, remaining with the barbers. It 
started under the handicap of being without a 
meeting place or even a headquarters, negotiations 
for the use of their old yooms at the Barbers’ Hall 
proving impracticable. The story presented by Dr. 
Wall suggests that the barbers were resolved to have 
no further dealings with their former associates, and 
were certainly not inclined to help them. However, 
another city company, the stationers, came to the 
rescue, apparently for a monetary consideration, 
The company, having thus provided for the immediate 
needs of the examinations and dissections, proceeded 
to build its own hall, which was situated on the 
eastern side of Old Bailey. Originally it had been 
visualised as becoming a centre of surgical education, 


surgeons 


1 The History of the Surgeons’ Company 1745-1800 By 
Cecil Wall, M.A., D.M., F.R.C.P., Thomas Vicary Lecturer at 


the Royal College of Surgeons of England 1935 London : 
Hutchinson’s Scientific and Technical Publications. 1937. 
Pp. 356. 10s. 6d. 
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but this aspiration remained unfulfilled and for the 
whole period of its existence it remained purely an 
examination hall and livery hall, with a residence for 
the company’s clerk. Forty years later Gunning told 
the court: ‘‘ Your theatre is without lectures, your 
library without books . . . your committee-room 
become your clerk’s eating-parlour.” The company, 
however, survived some awkward financial embar- 
rassments and became steadily more prosperous, 
until in 1797 it removed to a new site in Lincoln’s 
Inn-fields, and after many vicissitudes and much 
opposition both in and outside Parliament was dis- 
solved and converted by charter into the Royal 
College of Surgeons of England. The story of the 
struggles that preceded the charter, if somewhat 
involved, is absorbingly scandalous ; it seems that the 
company, or rather the court of examiners, which 
had arrogated to itself the real power, had in a 
variety of ways trespassed against the law, and that 
the proceeding by charter was a means of extricating 
itself from its legal embarrassments. The history of 
the surgeons’ company, though it covered but a 
short period of surgical history, is curiously illumina- 
tive of the life and manners of the eighteenth century. 
Sir D’Arey Power, in his foreword, says: ‘* The 
result of Dr. Wall’s work has been to show that 
London surgeons have remained true to type, excellent 
craftsmen, but shockingly bad at business.” The 
twentieth-century surgeon who has had to submit to 
criticism of an opposite order may feel gratified by 
this verdict. 


YELLOW HEADLIGHTS IN FOG 


THE question whether coloured headlights give 
greater visibility to the motorist at night and in foggy 
weather is answered in a report ! issued on Thursday. 
The answer is based on ‘‘ the most reliable informa- 
tion known at the present time,” and it is perfectly 
definite—namely, that none of the claims made in 
favour of using a coloured, and in particular a yellow 
headlight beam, rather than a white beam of no 
greater power, have been substantiated, and the claim 
for a greater range of visibility in fog may be regarded 
as definitely disproved. On the possibility that a 
colour filter offers advantages by reducing dazzle the 
report reserves judgment, and the chairman of the 
Illumination Research Committee is careful to say 
that no account has been taken of the personal 
preferences of individual motorists. 


THE C.S.M.M.G., 


Tue Chartered Society of Massage and Medical 
Gymnastics—whose cumbrous name has become a 
source of distress to some of its loyal members— 
entertains at dinner every year at the Café Royal, 
Regent-street, W., the medical men who contribute 
to its annual congress and a few fortunate 
others. The evening’s entertainment is always 
timed with discretion, the balance being well main- 
tained between dinner, speeches, and dancing. 
On Sept. 22nd Dr. J. B. Mennell presided, and Mr. 
H. A. T. Fairbank proposed the toast of the Society, 
calling attention to its growth instatus and in num- 
bers and to the tolerance shown by members to 
young doctors who prescribed treatment. Miss G. U. 
Pratt, in reply, referred to the projected research 
scholarships for members, and Miss J. H. Wicksteed, 
before proposing the guests, explained to Mr. Fair- 


1 The Use of Coloured Light for Motor Car Headlights. 
Department of Scientific and Industrial Research : Illumination 
a Technical Paper No. 20. Stationery Office. 
»p. 32. 9 
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bank that it was a poor masseuse who could not 
receive from a young doctor the instructions she 
wished to be given. Sir William Willcox, in response, 
spoke, as past master of the Society of Apothecaries, 
of the value of the National Register of Medical 
Auxiliary Services, and drew attention to the expan 
sion in recent years of the activities of members of 
the society who were as well qualified to guide the 
public in developing a healthy physique as_ to 
remedy postural or muscular defects. Dr. F. A. 
Roper, bringing greetings from the west country, 
said that propaganda was still needed to convert 
the medical profession as a whole to a proper appre- 
ciation of the importance of the Society’s work, 
but that its best missionaries were members prac- 
tising at the periphery, whose skill, loyalty, and 
judgment were beyond praise. Dr. W. J. ©’Donovan, 
in a racy speech, proposed the chairman’s health, 
the toast being received with great enthusiasm before 
the party moved away to dance. 


TENTH INTERNATIONAL CONFERENCE ON 
TUBERCULOSIS 


DELEGATES from many nations attended the con- 
ference, postponed from last year, which was held at 
Lisbon early in September. The main subjects for 
discussion were: (1) the radiological aspects of the 
pulmonary hilum and their interpretation (with Prof. 
Lopo de Carvalho as the chief rapporteur); (2) pri- 
mary tuberculous infection in the adolescent and 
adult (Dr. Olaf Scheel, Norway); (3) the open case 
of tuberculosis in relation to family and domestic 
associates, entrusted to Dr. Charles J. Hatfield 
(U.S.A.) and Dr. D. A. Powell (Great Britain), the 
latter unfortunately not being present to read his 
communication. Many of the papers were good, the 
most original being that of Prof. Lopo de Carvalho, 
whose radiograms demonstrating the intensified 
shadows at the hila by injection of sodium iodide 
through a probe impervious to Réntgen rays, and 
introduced through the median basilic vein, were 
remarkable. These angiopneumographic experiments 
seem to have solved the problem of the interpreta- 
tion of hilar shadows ; in the majority of cases they 
are due to normal blood-vessels. As usual at these 
corferences the social arrangements were excellent ; 
delegates thoroughly enjoyed the hospitality provided 
by the committee of the Union and by the Portuguese 
Government. 

THE annual dinner and dance arranged by the 
London Panel Committee has this year been enlarged 
in scope so as to include every practitioner in the 
London area, their relatives and friends both medical 
and lay. The dinner will take place at the Dorchester 
Hotel, Park-lane, W., on Thursday, Oct. 28th, at 
7.30 p.m. The date was unfortunately misstated in 
an announcement in our last issue. Tickets may be 
had from Dr. A. F. Heald, 17, Russell-square, W.C.1. 


AT 4 p.m. on St. Luke’s Day, Oct. 18th, Sir Arthur 
Hurst will deliver the Harveian oration to the Royal 
College of Physicians of London. His subject will 
be observation and experiment and the physiology 
of the stomach. 


SumMER Time, which began in Great Britain, 
Ireland, the Channel Islands, and the Isle of Man on 
Sunday, April 18th, will end on Sunday next, 
Oct. 3rd, at 3 a.m., when the hands of timepieces 
should be put back to 2 a.m. The hour 2-3 a.m. 
summer time will thus be followed by the hour 
2-3 a.m. Greenwich time. 
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SPECIAL ARTICLES 


A COMPARISON BETWEEN THE OPEN- 
AND CLOSED-CIRCUIT METHODS 
FOR DETERMINING THE 


BASAL METABOLISM 


By J. Doucias RoBertson, Ph.D., M.D. St.And., 
D.P.H. 


CLINICAL CHEMICAL PATHOLOGIST TO THE MIDDLESEX 
HOSPITAL, LONDON 
(From the Courtauld Institute of Biochemistry, Middlesex 
Hospital) 


In the absence of the respiration calorimeter, the 
most accurate of all instruments, the method of 
choice in most laboratories for determining the heat 
output is by measuring the oxygen consumption. 

There are two ‘methods in general use—the open 
circuit and the closed circuit. In the former, some 
form of apparatus such as the Zuntz-Geppert, Tissot, 
or Douglas bag is employed. The subject wears a 
face appliance with appropriate valves allowing him 
to breathe outdoor air, while all the expired air over 
a certain period is collected and finally measured 
and analysed. In the latter some form of spirometer 
is used and into the circuit oxygen is introduced. 
The subject is attached to this apparatus—of which 
the Benedict-Roth, Benedict-Collins, Sandborn, and 
McKesson are types—by means of a mouthpiece, 
the nose being occluded by a clamp. Valves or a 
motor blower direct the flow of air, the expired air 
being lead through a chamber filled with soda-lime 
to absorb the carbon dioxide, and the amount of 
oxygen absorbed is caleulated by noting the fall in 
the spirometer bell. 

Theoretically the oxygen consumption measured 
by either of these methods should be equally accurate, 
but Hunt (1926) found the closed-circuit method to 
give results 10-12 per cent. higher than the open 
circuit. His technique, however, seems open to 
criticism in that no control was done, showing that 
his subject’s heat output was constant over the experi- 
mental period. It would be tempting to explain an 
increased oxygen absorption with the closed-circuit 
technique by postulating a solution of oxygen in the 
serum due to an increased pressure of this gas in the 
lungs, and the stimulating effect of high concentrations 
of oxygen upon the metabolism ; 
but neither in fact takes place. 
Benedict and Higgins (1911) found, 
as did Lavoisier and Seguin in 1789, 
that no increase in the metabolism 
took place by breathing pure Flatter 


Spirometer 
Bell 


APPARATUS 


Open-circuit method.—It was decided to use the 
Douglas bag as this is most commonly employed in 
this country. Its accuracy depends a great deal 
upon the gas analyses which are carried out in the 
apparatus devised by Haldane (1912), but in addition 
many check-ups and calibrations were found to 
be necessary before results were accurate enough 
and comparable. It was found necessary to :— 


1, Calibrate all the burettes in the Haldane gas-analysis 
apparatus, The difficulties of leaking at the rubber tube 
junctions were overcome by the manufacture of an 
all-glass apparatus, The T-bore taps were found unsatis- 
factory and they were replaced by two-way diagonal- 
bore taps of special construction, The Haldane apparatus 
was constructed by C. Dixon and Co. (27, Devonshire- 
street, London, W.C.) 

2. Calibrate the spirometer which measured the volume 
of the expired air. It was found that the spirometer 
registered correctly only if the volume passing through 
it did not exceed 300 litres per hour. 

3. Analyse the gas samples in duplicate on two different 
** Haldanes,”’ and in order to check the efficiency of the 
apparatus an analysis of air was done before and after 
the analyses on the specimens from the Douglas bag. 

4. Remove samples from the Douglas bag within 15 min. 
of collecting the expired air, in view of the ease with which 
carbon dioxide permeates the rubber-lined bag. 

5. Test the Douglas bag for absence of leak. 


Closed-circuit method.—I have used in this study 
mainly the Benedict-Roth but also the British 
Benedict (manufactured by H. E. Kendrick, 5, Lodge 
Villas, Woodford Green, Essex), and a full description 
of the former machine is given by Roth (1922). The 
Benedict-Roth apparatus with the entire closed 
circuit is shown in the Figure. 

Flutter valves are used to direct the flow of air, and they 
permit a flow in one direction only. A kymograph is 
attached to record the movements of the spirometer 
bell and the drum is rotated by clockwork. The drum is 

covered with a paper 

chart vertically ruled into 

accurately determined 
O one-minute spaces, thus 

no watches are necessary 
to record the time of an 
experiment. 

The graphic way of 
measuring the oxygen 
consumption is of great 
importance and = any 


| Thermometer closed-circuit apparatus 
—~ that does not have a 
Spirometer 


kymograph cannot be 
considered accurate. The 
principle of the Benedict- 
] Roth apparatus lies in its 

2 spirometer bell having a 


Telescopi 
—-—Uprig re 














Chamber 
sg 








oxygen. Zuntz (1903) and DuBois 
(1936) have shown that except in 
cases where there is a disturbance Water 


diameter of 16-24 cm. 
Kymograph By calculation it can be 
i eis shown that the area of 
4 cross section of the spiro- 





in the oxygen-carrying capacity seas 
of the blood breathing oxygen does 
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reading is taken, this would be equivalent to 1 calorie 
per hour. In an experiment, therefore, the fall of spiro- 
meter in 6 minutes when calculated in millimetres can be 
directly translated into calories of heat output per hour, 


Before beginning the metabolism studies all 
apparatus was carefully calibrated by an alcohol 
check and details of the method have been published 
(Barrett and Robertson 1937). All machines were 
found to have a very high degree of accuracy with 
results varying from 99-5 per cent. to 101 per cent. 
of theory. All kymographs were timed with stop- 
watches of known accuracy and it was found necessary 
to make some adjustments in three of them. It was 
found that carbon dioxide could be detected in the 
circulating air after passage through the soda-lime 
when over 100 tests of ten minutes’ duration had been 
done, so in practice the soda-lime was changed after 
80 tests to ensure purity of the air. 


THE CONDITIONS 
There are various factors that influence the 
metabolism of the body and the chief of these are 
food, digestion, work, rest, heat, cold, and fever. 
The standard conditions were those for so-called 
“basal” or “standard”? metabolism, by which 
the subject had fasted for twelve to fourteen haurs. 


THE SUBJECT 


In comparing the two methods used in determining 
the oxygen consumption it is essential to determine 
that the oxygen consumption of the subject employed 
is constant over the experimental period. The 
observations were carried out on Miss A. A., who for 
the past seven years has attended this laboratory 
three times a week to allow me to measure her basal 
metabolism. Her heat output is constant over a 
period of at least 1} hours, remaining in the region 
of 58 calories per hour. 


TECHNIQUE OF EXPERIMENT 

In order to avoid any upset that might be caused 
by changing mouth appliances when switching over 
from one method to another, it was decided to use 
the same mouthpiece and nose-clip throughout, 
without removal during the whole experiment. 
The switch over from one apparatus to the other 
was done by arranging convenient tubing and valves ; 
thus at the end of a reading on the Benedict-Roth, 
the inhalation tube and exhalation tube were dis- 
connected from the apparatus and into the former 
was inserted an inlet valve and into the latter an 
outlet valve. The exhalation tube was then con- 
nected to the Douglas bag. Miss A. A. had no 
knowledge when the change-over took place, nor was 
she aware of any change in sensation throughout 
the hour the whole experiment was performed. The 
sequence in which the types of apparatus were used 
was: (1) Douglas bag for 10 minutes ; (2) Benedict- 
Roth for 10 minutes ; (3) Douglas bag for 10 minutes ; 
(4) Benedict-Roth for 10 minutes. 


RECORD OF EXPERIMENT 


Barometer reading, 752 mm.; room temperature, 
22-5° ©.; barometric factor 0-893 ; calorific value 
of 1 litre of oxygen at a respiratory quotient of 
0-82 4-825 calories. For the purposes of this 
comparison it was assumed that the respiratory 
quotient throughout was 0-52, but the significance 
and relative importance of this assumption will be 
discussed later. 
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First open-circuit experiment with Douglas bag :— 


Volume of air expiredin 10 minutes _. 61-75 litres 
COs 2-71% 
Analysis ofexpiredair.. is Ov 17-49% 
Ne 79°80 % 
Oxygen absorbed 21-:14—17:49 .. vo 2 
2-68 
R.Q. (respiratory quotient) 5 = és eo = O-74 


By assuming R.Q. of 0-82 instead of 0-74 
the number of calories ‘ per hour 


61-75 x 0-893 x Fao x 6 x 4-825 


58-3 calories. 


First closed-circuit experiment with Benedict-Roth 


J . 99° O 
Spirometer temperature bad 39° = 
Barometric factor .. oe O-895 

Rise of oxygen line in six ‘ninute 8 ave 64°5 mm, 
With R.Q. 0-82, calorie output perhour.. = 64:5 0 895 


57-5 calories 


Second open-circuit experiment with Douglas bag :— 


Volume of air expired inten minutes .. = 66- 4 litre 8. 
CO2z 2-7 lo 
Analysis of expired air oe oot Oe 17- 70 
Ne 79-63 % 
Cxrem. absorbed 21-07 —17-70 ° 3°37 
R.Q. : 537 oe ee ee . ->- = O81 


By assuming R.Q. of 0-82 ten of 0-81 
the number of calorie: 8 per hour 
37 " 
66-4 x 0-893 x 100 x 6 x 4°825 
58-3 calories. 


Second closed-circuit experiment with Benedict-Roth :— 


Beginning 

Enc y 

Barometric factor .. mn “0-895 

Rise of oxygen line in six ‘minutes ee 64 mm, 

Assuming R. a 0-82, calorie output per 
10ur . 7 es ot o = 64 x 0-895 

2 calories. 


57-2 


Spirometer temperature 





A comparison of the heat output of Miss A. A. 
by the different methods is given in Table I 


TaBLe I[—Heat Output 


Heat output per 
hour (calories). 


Time (A.M.). Method. 


9.0 —9.10 





Douglas bag. 
9.13-9.23 Benedict-Roth. 57-7 
9.25-9.35 Douglas bag. 58-3 


9.37-9.47 Benedict-Roth, 





DISCUSSION 


A comparison of the open and closed circuits demon- 
strate that very close agreement is obtained. The 
relative advantages and disadvantages of these two 
methods of estimating the basal metabolism can now 
be conveniently summarised under the headings of 
(1) respiratory quotient ; (2) the effect of breathing 
pure oxygen on the metabolism ; (3) the accuracy of 
apparatus during the experiment; (4) the time 
involved in the calculation of the results. 

Respiratory quotient.—It has been stated that the 
fundamental objection to the closed-circuit method is 
the necessary assumption of a respiratory quotient, 
and the respiratory quotient usually chosen is 0-82 
or the one of theoretical basal conditions. In the 
case of Miss A. A. the R.Q. of the first open circuit 
experiment was 0-74. By assuming the R.Q. was 
0-82 the calorific value of a litre of oxygen was taken 
as 4-825 calories and the calculated heat output 
per hour was found to be 58-3 calories. On the other 
hand, if the actual R.Q. of 0-74 had been employed 
the calorific value of a litre of oxygen would then be 
4-727 calories and the calculated heat output per hour 
would be 57-1 calories or only a difference of 2 per 
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cent. in the final result. The objection to the 
assumption of a respiratory quotient therefore appears 
to be of little practical consequence. 

The comparison between the two methods of 
determining the heat output of Miss A. A. was carried 
out on five different occasions, and it was noted that 
on all occasions the R.Q. was different in the first 
and second open-circuit experiments. The results 
are given in Table II. There was no question that 


TaBLE II—Respiratory Quotient 


R.Q. R.Q. 

Se acs 0-90 Second Douglas bag experi- (0-84 
~— ae aoe 0°78 ment: The third obser- | 0-81 
First observa- 0-74 vation made, the mouth-- 0°81 
tion made 0-785 piece and nose-clip having | 0-83 

. 0-73 been applied for 25 min. | 0-81 


Miss A. A. was unaccustomed to the test for by the 
time these experiments were carried out she had 
taken part in 700 similar tests. These results seem 
to confirm what Benedict (personal communication) 
has maintained that the introduction of a mouth- 
piece and nose-clip or the application of any face 
appliance alters the carbon dioxide output and thus 
vitiates the measured respiratory quotient in short- 
period experiments. It appears therefore that by 
assuming a R.Q. of 0-82 a correction rather than an 
error is being introduced into the calculations, for 
the chances are that the measured R.Q. in a short- 
period experiment of 10 min. is fallacious. The 
above observations suggest that even in the case of 
a trained subject the carbon dioxide output becomes 
normal only after the mouthpiece had been applied 
at least 15 min. 

Effect of breathing pure oxygen.—Objections have 
been raised to the closed-circuit type of apparatus 
on the grounds that the breathing of pure oxygen 
alters the metabolism. Evidence by Benedict and 
Higgins (1911) and others has shown that oxygen does 
not stimulate metabolism. 

Accuracy of the apparatus during an experiment.— 
With the closed-circuit type of apparatus a test for 
tightness of the apparatus can easily be carried out 
during the actual determination. The test consists 
of placing a 50-gramme weight on the spirometer 
bell and watching for evidence of a sudden fall in the 
volume of enclosed oxygen. This is a most delicate 
test fora leak. No such means can be applied to 
the open-circuit method, which is a very serious 
disadvantage. 

Time involved in the caleulations.—In the closed- 
circuit method the calculations of the basal metabolism 
from the kymographic chart of the respirations take 
about two or three minutes. Ata glance, immediately 
the test is completed, it can be determined whether 
the test is satisfactory or not and a further reading 
required. Inthe open-circuit method after the volume 
of the expired air has been measured and a sample 
taken, the accuracy of this method depends upon the 
analysis of the sample, which is done in duplicate. 
If two determinations have been carried out on the 
patients, this means four gas analyses and in addition 
the Haldane apparatus must be checked by an 
analysis of room air. The labour and time involved 
by this necessary procedure is enormous, and it is 
only after this work has been completed that one is 
in a position to determine that the duplicates of the 
heat output of the patient agree sufficiently to warrant 
no further tests. 

SUMMARY 

1. A comparison of the closed- and open-circuit 
methods for determining the heat output has shown 
that they are both equally accurate. 

2. The assumption of a respiratory quotient of 
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0-82 in the closed-circuit method does not appear 
to introduce any error in the calculations. 
3. The respiratory quotient obtained with the 


Douglas bag is probably inaccurate even in a trained 
subject in short-period experiments such are 
commonly used in most laboratories to determine the 
basal metabolism. 

4. The closed circuit possesses many advantages 
over the open circuit in that it is much more rapid 
and a ready means is available for testing of the 
apparatus during an experiment. 

I wish to thank Mr. Knott of J. W. Benson Ltd., 
Ludgate Hill, London, for the advice and help he has so 
freely given in connexion with the kymographs, and Prof. 
Ek. C. Dodds for his criticism of this paper. 


as 
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AUSTRALASIA 


(FROM OUR OWN CORRESPONDENT) 


FOUNDATION OF QUEENSLAND MEDICAL SCHOOL 

For the first time in fifty years a new medical 
school has been founded in Australia, the inauguration 
of the faculty of medicine in the University of Queens- 
land being the first ceremony of its kind since the 
Adelaide school of medicine was opened in 1885. 
The oldest school in Australia, that of Melbourne, 
was opened in 1863, the Sydney school following 
twenty years later. 

Tropical hygiene and medicine will be a com- 
pulsory subject in the undergraduate course of the 
new school. The fact that roughly half the area of 
Queensland lies in the tropics accounts for this unusual 
feature. If, as is expected, about 40 medical students 
in each year enter the Queensland medical school, 
there will be a total of over 200 students altogether. 
The numbers attending the older Australian medical 
schools are: Sydney 632, Melbourne 609, and 
Adelaide 120. Preliminary matriculation is required 
of all entrants to the medical school of the University 
of Queensland, and the requirements are so framed 
as to encourage future medical students to study the 
subjects that will be of most use to them when they 
enter the faculty. Contrary to the usual practice, 
Latin is not compulsory, a choice between French 
and German being allowed. As the greatest volume 
of medical literature outside their own language is 
written in German, students are recommended to 
study that tongue. Mathematics, physics, and 
chemistry are compulsory, though only one of the 
latter two need be taken at the senior standard. In 
the other medical schools of Australia all the insti- 
tutions necessary to the education of medical students 
are situated in different parts of a large city, thus 
involving much waste of time in travelling from one 
to another. The Queensland medical school has the 
advantage of having in Brisbane a 600-bed hospital 
comprising all the necessary departments, including 
a children’s hospital, a modern maternity hospital, 
and a_ hospital for infectious diseases, besides 
providing the usual training facilities of a general 
hospital. The curriculum of the new school carries 
out the suggestions made in the recent report of 
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the British 
curriculum. 

The dean of the faculty of medicine and professor 
of anatomy is Prof. H. J. Wilkinson, who resigned a 
chair at Adelaide University to take up the duties 
of the foundation dean of the Queensland medical 


committee which studied the medical 


school. Prof. D. H. K. Lee is the professor of physio- 
logy. In his speech at the inauguration of the faculty 


he outlined the plans by means of which it was pro- 
posed to answer the question, “To what extent and 
in what way is human settlement in tropical Australia 
possible?’ He emphasised the need for a base 
laboratory with efficient research workers associated 
with one or more field units, conducting in the 
tropical areas an investigation as nearly as possible 
identical with that being carried out at the base. If 
a successful attack was to be made on the obstacles 
barring the way to human settlement in tropical 
Australia, a combination of physiological, medical, 
nutritional, dental, and sociological knowledge was 
essential. The national spirit of Australia is develop- 
ing, but it is realised that Queensland presents a 
problem of its own. . 

Sir Raphael Cilento has been appointed honorary 
professor of social and tropical medicine in the Queens- 
land school. Sir Raphael is director-general of health 
and medical services in Queensland, and this appoint- 
ment was made in recognition of the Government's 
endowment of the medieal school. Appointments 
yet to be made include professors of pathology and 
obstetrics, lecturers in bacteriology, medicine, sur- 
gery, public health and preventive medicine. The 
educational facilities will bear comparison with those 
of any other medical school in Australia. In addition 
the new faculty will profit by the experience of its 
predecessors in the educational field. It is anticipated 
that the standard of training will be such as to lead 
to reciprocity in registration by the General Medical 
Council of Great Britain. 


PHYSICAL EDUCATION IN NEW ZEALAND 


Influenced by European national campaigns for 
improved physical fitness the New Zealand Govern- 
ment has drawn up plans for a National Council of 
Sport, which is to coéperate with existing organisa- 
tions. National fitness must begin in the schools, 
and children will therefore be taught real physical 


education together with something of their own 
physiology. The National Council will control such 


activities, will provide gymnasiums, swimming-baths, 
places for education and instruction and libraries, and 
will organise parades and displays of physical fitness. 





IRELAND 
(FROM OUR OWN CORRESPONDENT) 


THE HEALTH OF THE FREE STATE 

THE report of the Department of Local Government 
and Public Health for 1935-36 was published last 
week. It is unfortunate from the point of view of 
public interest that the issue of these annual reports 
is so long delayed. Among other evil results is 
the fact that the debate in the Daéil when the Depart- 
ment’s estimates are under review comes some two 
years later than the latest facts and information 
at the service of the members. The lag in publication 
is probably due to an insufficiency of staff in the 
offices of the Department. The work of the Depart- 
ment has grown enormously in recent years but the 
staff has not undergone a proportional increase. 


IRELAND 
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The principal legislation bearing on health during 
the year with which the report deals was the Milk 
and Dairies Act of 1935, which is now in force. It is 
the first serious attempt made in Ireland to secure 
a safe and healthy milk-supply. The death statistics 
for the year show a small increase in the number of 
deaths, the rate having increased from 13-15 per 
1000 in 1934 to 13-98 in 1935. There was also a slight 
increase in the number of deaths due to infectious 
diseases. Some of the infectious diseases formerly 
rampant in Ireland, however, seem on a fair way to 
disappearance. No case of small-pox has occurred 
for many years. Three cases of typhus fever were 
notified, and two deaths recorded. In 1847—the 
famine year—the number of cases of typhus in 
Dublin alone was over 47,000 and in the whole of 
Ireland over a million. Typhoid is also steadily 
diminishing ; there were 298 cases with 52 deaths 
in 1935, as against 454 with 65 deaths in 1934. The 
city of Cork which had a bad reputation as regards 
typhoid for many years showed a sudden drop in the 
incidence of typhoid in 1928 following on the installa- 
tion of a rapid gravity filtration plant in connexion 
with the water-supply, and the institution of 
systematic bacteriological examination of the water. 
From 1915 to 1924 there was an average of 460 
cases a year ; from 1925 to 1934 the average has been 
76. There were only three cases in 1935, and fewer 
in the immediately preceding years. There is little 
change in the incidence and mortality from diphtheria. 
There was a slight decrease in the number of cases 
in 1935 but a slight increase in the number of deaths. 
It is right to add that the campaign of immunisation 
was only in its infancy in most centres at the time 
these figures were compiled. In the area in which 
immunisation was first carried out vigorously— 
Cork county borough—the medical officer of health 
was able to point out a drop from 26 deaths in 1934 
to 5 in 1935. Despite the many activities devoted to 
the prevention and treatment of tuberculosis the 
death-rate remains practically stationary. For 1935 
it was 1-27 per 1000 of the population. Infant 
mortality remains unpleasantly high in many of the 
towns. The rate for the whole country was 68 per 
1000 births, a few points higher than in 1933 or 1934. 
The county borough of Waterford showed, however, 
an infant mortality-rate of 126, Limerick of 106, 
Dublin of 94, and Cork of 78. The lowest rural area 
was Mayo with 34. The infant mortality-rate among 
illegitimate children gives grave cause for discontent. 
The rate for 1935 among these children was 260 per 
1000 births—more than four times the rate among 
legitimate children. It is true that the rate in the 
previous decennial period was higher (287), but it is 
clear that the methods stated in the report for dealing 
with unmarried women and their children have been 
insufficient in results. 

The service of medical inspection of school-children 
is gradually being expanded, but there are (or were 
at the period of this report) five county areas in which 
inspection had not begun. It is satisfactory that the 
schemes of inspection have been generally welcomed 
by parents, teachers, and school managers, and the 
parents are eager to take advantage for their children 
of such treatment as may be recommended. The 
inspectors in many areas comment severely on the 
general sanitary and hygienic conditions of the schools. 
The chief defects are unsatisfactory closet accommoda- 
tion, inadequate or inconvenient water-supplies, 
absence of facilities for washing, defective or obsolete 
type of desks, defective ventilation, lighting, and 
heating, insufficient floor-space, and inadequate 
playgrounds. Despite these faults the report claims 
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some remarkable improvement in physique among 
school-children in certain areas. ‘“‘ In Cavan County 
the boys of school-leaving age inspected in 1935 
were on an average 2 in. taller and more than 8 lb. 
heavier than those of the same age inspected in 1932. 
Girls of school-leaving age, although not reaching the 
high standard of 1934, were, on the average, 2} in. 
taller and 34 lb. heavier than those in 1932. These 
improvements were reported to be largely due to 
better dietary and to the correction of defects under 
the scheme.” 





SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


VOLUNTARY HOSPITALS 


ADDRESSING the Scottish Association of Insurance 
Committees at Oban last week, Lieut.-Colonel 
Stewart, superintendent of Edinburgh Royal 
Infirmary, pointed out that financial problems were 
again threatening the voluntary hospital system, and 
that this was due to the growing demand from all 
classes of the community for adequate hospital 
facilities. It was felt that voluntary hospitals must 
be supported by all classes, but they must be willing 
to fall into a comprehensive scheme. The hospitals 
were prepared to accept these conditions and were 
concerned as to how the first move towards them 
should be made. Difficulty about payments by 
patients had been an obstacle to any common meeting 
ground with local authorities. Voluntary hospitals 
still depended on public generosity and with the 
development of a hospital system financed out of the 
rates public generosity might not continue. In that 
ease voluntary hospitals must look elsewhere for 
funds and if they surrendered a certain amount of 
their independence and submitted to some control 
from the Department of Health they would be entitled 
to grants in respect of public work done by them. 
The proposed regional committees do not, in Colonel 
Stewart's opinion, go far enough to ensure adequate 
coéperation between hospitals, but they should clear 
the ground of many existing difficulties. He said 
it was reckoned that the money recovered under 
the Road Traffic Act for the treatment of road 
accident cases met only half of the bare cost of 
maintenance of the insured patient in hospital. 
Adequate recompense was due to the hospital for such 
work, 

NATIONAL HEALTH INSURANCE BENEFIT 

Mr. A. A. Ritchie of the Renfrew county insurance 
committee, in his presidential address, pleaded for 
extension of the benefits under National Health 
Insurance. The benefits obtainable to-day, he said, 
were no better than those obtainable twenty-five 
years ago. There was great need of consultant 
services and in his opinion insured persons so greatly 
desired the extensions of benefit that they were 
prepared to make a substantial contribution towards 
the cost. However, if the recent reduction of the 
State grant funds were restored this would give the 
additional annual income to the funds in Scotland 
of £248,000. 

The conference expressed strong disapproval of the 
proposal that the work of insurance committees 
should be transferred to local authorities. The 
latter, it was suggested, were already grossly over- 
burdened. 


MORE LETTERS FROM SHANGHAI 
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MORE LETTERS FROM SHANGHAI 


ON Sept. 18th we published extracts from letters 
sent home by Dr. J. L. H. Paterson, superintendent 
of the Lester Chinese Hospital at Shanghai, which 
is staffed partly by doctors and nurses appointed by 
the London Missionary Society, and partly by Chinese 
doctors and nurses. The following are passages from 
further letters :— 


August 30th.—We gradually started to recover 
after the Sincere bombing. We were so full up and the 
strain was getting so heavy on the staff that for 
some time I have been trying hard to get a few more 
convalescent patients to other and less fully equipped 
hospitals. The Emergency and Red Cross Hospitals 
were however adamant. They wanted all their 
space for wounded soldiers, and were loath to take in 
civilians. So on Thursday I gave up that line and 
got a few friends to help to put pressure on the public 
health department. Robertson was a great help. 
On Friday we had a short talk, Robertson, Duck 
(acting commissioner of public health), and myself. 
Duck got the emergency meeting of the council to 
appoint Bryson and myself to plan for the hospital 
situation in the Settlement. By Sunday afternoon 
we had a temporary convalescent hospital fixed up in 
the McTyeire school in Edinburgh Road. In the 
meantime the South Station bombing on Saturday 
had again filled all beds and a lot of floor space. 
On Sunday afternoon I evacuated fifty more or less 
convalescent patients to McTyeire, and so relieved 
pressure quite a lot. 

As I have told you I saw the Great World bombs 
strike in on August 14th, and the Sincere one on 
August 23rd. On Saturday, 28th, about midday, 
I watched several Japanese planes circling to and 
fro over the South Station. Then suddenly there 
was the spurt of a great mushroom of smoke and dust 
and another immediately after and the deep boom of 
the explosions. The French exits to the city area are 
all but one completely closed and barricaded, but 
expecting casualties I went down and once again sent 
to the telephone operator the message: ‘* Call all 
doctors.’’ Out-patients had to be cleared from the 
lower hall and stretchers made ready; operating 
theatres sprang into preparation and so when 20 
minutes later the first ambulances started to arrive 
we were all ready. It was a miserable business, 
mostly women and little children; over a hundred 
and many very severe. One has come to hate the 
day or two following these bombings when anxious 
relatives are pouring in to search for their dear ones. 
Sometimes it is a joyful meeting in the ward, or at 
least a chance of seeing a wife or husband even if 
seriously injured, but so often it is much sadder. 
There is a little kiddie of about 4 years standing up in 
his cot with bandaged head, crying for his mother 
hour after hour—he was brought up by a boy scout 
from her dead body. A woman with a small baby 
in her arms was met running along the main corridor 
to the entrance, tears streaming from her 
She had found her husband in the mortuary. She 
fled crying and screaming. One of our women 
Evangelists caught her at the door and managed to 
get her to a quiet room. 

All through these terrors there are innumerable 
bright spots, reunion sometimes dramatic—a lost 
baby in the children’s ward and the wounded and 
mourning mother in another ward. How it was found 
out I do not know, but now they are both together 
and getting on well. Grim humour peeps out at 
times—a woman was brought in on Saturday with 
a smashed leg which was amputated at once. She 
came out of the ether to wail and cry because of 
thirty dollars hidden in the stocking of the lost leg. 
She was much comforted later when it was restored 
to her. 

Sept. 3rd.—The last day or two have been fairly 
quiet, with more distant cannonading, but we have 
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dealt with a lot of poor starved folk brought out of 


Hongkew and Yangtse Poo, some with old festering 
wounds, Dysentery has become rather bad. I think 
there is little doubt but that it is due to the enormous 
number of flies which have come over from the 
destroyed areas, where there have been large numbers 
of corpses. 

Police observers aver that immense 
Chinese have been herded into alley ways and simply 
machine gunned down. It is very significant that 
when the public health department demanded passes 
to get in and collect corpses for destruction the 
Japanese absolutely refused to let them in, and stated 
that they were going to do all that themselves. 
Naturally this is taken to mean that they do not want 
it known what they did in those early days in Hong- 
kew and Wayside; and as we cannot get any real 
news yet of the Medhurst buildings no one is allowed 
there. We know that vast areas have been burned 
out. 

To-day there has been furious fighting all along the 
Pootung shore and across from the Bund, The 
Chinese had brought up guns back in the Pootung 
area but started out with . lot of snipers, creeping 
up and opening fire on the Japanese gunboats beside 


the Garden Bridge and the Japanese consulate nearby. 
Baxter from the Mission buildings and Elliston from a 
morning’s 
Japanese 


whole 
into the 


saw the 
shells went 


near both 
Chinese 


building 
Three 


high 
work. 
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numbers of 
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Consulate. Another hit enti a cruiser, Ther 
were several shrapnel bursts over a gunboat and a 
Japanese boat was sunk. There is a long line of 
Japanese gunboats all down the river and they al! 
burst forth plastering the Pootung shores and smash- 
ing up godowns and buildings. Aircraft were also 
busy, bombing away. The noise was pretty . fierce, 
especially as it was near at hand. (It is quite a 
business trying to telephone with all the row.) <A 
shell fell in Peking Road this afternoon, but did not 
do a great deal of damage. Nine Chinese and one 
Sikh were brought in by ambulances. 

I had a letter from Harmon. He and his family are 
in Hong Kong after an exciting trip down the coast. 
They rescued a Japanese from a scout plane which 
fell into the sea near by. They ran out of water and 
food and put into Amoy for more. After leaving the 
family at Hong Kong Harmon started out for 
Shanghai. The steamer was caught in a great 
typhoon and blown ashore. Harmon was one of those 
rescued, and returned to Hong Kong to await another 
chance of getting here. 

The third flotilla Japanese Fleet has been firing 
allday : fifty rounds heavy to one Chinese light round. 
Planes dropping bombs all over the place, but when 
they stopped at 4.30 P.M. for tea the two Chinese 
trench mortars at once revived and restarted, and 
even the machine gun recommenced at the very place 
it had first been in! 


THE SERVICES 


SHORT SERVICE COMMISSIONS FOR DENTISTS 


THE War Office announces that applications are 
invited from dental surgeons for appointment to a 
limited number of commissions. Candidates will be 
selected without undergoing competitive examination 
and will be required to present themselves in London 
for interview and physical examination towards the 
end of October. They must be registered under the 
Dentists Acts or Medical Acts and be not over the 
age of 28. Successful candidates will be given short 
service commissions for six years, when they will 
retire with a gratuity of £1000, unless they have been 
granted permanent commissions. Permanent com- 
missions will be given to officers selected from those 
who wish to make the Army their permanent career. 
Particulars of the conditions and emoluments and 
form of application may be obtained by post or in 
person from the Director, Army Dental Service, War 
Office, London, S.W.1 


ROYAL NAVAL 
Comdr, F. 


MEDICAL SERVICE 
Surg. H. Ward transferred to 
List. 

Surg. Lt.-Comdr. R. C. Foster to be Surg. Comdr. 

Surg. Lts. (D) N. L. Parry to’ Victory for R.N.B. ; 
D. C. Howe and W. G. Smith to Drake for R.N.B.; and 
J. B. Knight to Ganges. 

Surg. Lts. (D) for short service : 
Dental Hosp.); R. W. Ellis-Smith and J. B. Inverdale 
(Bristol Univ.) ; and P. V. Peatfield (Guy’s). 

Mr. C. E. Hicks of Huntingdon has been appointed 
Admiralty Surgeon and Agent for Huntingdon; Mr. 
J. W. J. Willeox of Glastonbury, for Glastonbury ; and 
Mr. R. W. Riddle of Shoreham, Sussex, for Shoreham. 
ROYAL NAVAL VOLUNTEER RESERVE 
-Comdr. W. H. Roberts to R.N.B., Devonport. 
Surg. Lt. W. I. D. Seott to be Surg. Lt. 


ARMY MEDICAL 


Col. R. C. Priest, M.D., F.R.C.P., K.H.P., Professor of 
Tropical Medicine, Royal Army Medical College and 
Consulting Physician to the Army, will be promoted to the 
rank of Major-General (supernumerary), with effect 
from Oct. 13th, 1937, and will continue in his present 
appointment. 

Col, Priest received his medical education at Caius College, 
Cambridge, and St. Thomas’s Hospital He joined the R.A.M.« 
in 1909; was promoted major in 1921, brevet It.-col. in 1931, 
substantive It.-col. in March, 1934, and brevet-col. in the next 


Emergency 


W. H. Bain (Glasgow 


Surg. Lt. 
Proby. 


SERVICES 


month. He was promoted colonel this year. He served in 
India, Mesopotamia, and Egypt during the Great War. He was 
appointed K.H.P. in 1934 In 1936 he was consulting physician 
to the military forces in Palestine with the rank of temporary 
colonel. Col. Priest was appointed Professor of Tropical 
Medicine and Consulting Physician to the Army in July this 


year. 
ROYAL ARMY MEDICAL CORPS 
Lt. (on prob.) E. W. O. Skinner is restd. to the estabt. 
and confirmed in his rank. 
DENTAL 
Commission: R. C. 


ARMY CORPS 
Short Service 


(on prob.). 


Fraser to be Lt. 


TERRITORIAL ARMY 

Lt.-Col. and Bt.-Col. D. Dougal, M.C., from T.A. 
of Off., to comd. 5th (Western) Gen. Hosp. 

Maj. and Bt. Lt.-Col. L. McI. Weeks, M.C., 
Lt.-Col. and to comd. the Ist (Northern) Gen. 

Capt. A. A. Eagger, from T.A. Res. of Off., 
and to comd. 6th (Southern) Gen. Hosp. 

Lt. J. H. Hopper to be Capt. 

The Efficiency Decoration has been conferred upon the 
undermentioned officers under the terms of the Royal 
Warrant dated Sept. 23rd, 1930: Lt.-Col. J. O. 
Thomas, M.C.; Maj. and Bt. Lt.-Col. J. Marshall, M.C.; 
and Maj. W. R. Martine, M.B.E. (empld. Edinburgh 
Univ. Contgt., Sen. Div., O.T.C.). 


ROYAL AIR FORCE 


Wing Comdr. H. 8. C, Starkey, 
retired list. 

Squadron Leader A. A. Townsend to No. 5 Flying 
Training School, Sealand, for duty as medical officer. 

Flying Offrs. promoted to the rank of Flight Lt. : ¢ 
MacGibbon, D. F. 8S. Shaw, C. C. Barker, and C. E. 
Wickham. 

Flying Offr. J. R. 


Res. 
T.D., to be 
Hosp. 

to be Lt.-Col. 


O.B.E., is placed on the 


MeWhirter to No. 3 
Training Camp, Sutton Bridge; and F. V. 
R.A.F. Station, Digby. 

R. M. Hewat is granted a short service commission as a 
Flying Offr. for three years on the active list and is 
seconded for duty at St. Mary’s Hospital. 

Dental Branch.—F. C. W. Rudd is granted a non- 
permanent commission as a Flying Offr. for three years 
on the active list, and is seconded for duty at the Liverpool 
Dental Hospital. 


Armament 
Maclaine to 


AUXILIARY AIR FORCE 
No. 615 (County of Surrey) (Army 
Squadron: T. Crowley is granted a 
Flying Offr. 


Codéperation) 
commission as 
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THE MEDICAL REGISTER 
UNTRACEABLE PRACTITIONERS, 1937 


We have been requested by the authorities of the General Medical 
Council to publish the following list of registered medical practitioners 
who had not, when the list was sent to press, replied to letters written 
to them on behalf of the Council under Section 14 of the Medical Act, 
1858, in order to ascertain whether their addresses on the Medical Register 
are still correct. The date given after each name is the date of original 
registration ; the qualification given is the principal qualification 
registered by the practitioner. The letters (E), (8), or (I) indicate 
whether the practitioner was originally registered in England, Scotland, 
or Ireland; and the expression (Col.) or (For.) indicates that the 
practitioner is registered in the Colonial List or in the Foreign list in the 
Register. Any practitioner, wherever resident, who finds his or her name 
in the list should write without delay to the Registrar, General Medical 
Council, 44, Hallam-street, Portland-place, London, W.1, unless he or 
she was originally registered in Scotland. Practitioners originally 
registered in Scotland should write directly to the Registrar of the 
Branch Council for Scotland, 44, Queen-street, Edinburgh, 2. The 
name of every practitioner in the list from whom a further communi- 
cation is not received at a very early date will be omitted from the 
next issue of the Register in accordance with the provisions of 
Section 14 of the Act of 1858. 
Beard, Emile A. C., M.B., 1913(S). 
Booth, William, M B., 1925(S) 
Bourke, James J. F., 

1897(I). 

Braddon, William L., M.R.C.8., 


Brandon, Arthur J. S., M.B., 
Brewis, Edward C., M.D., 1923(E). 


Gladys C., M.B., 1918(S). 
Alexander N., L.MS., 


Gool, Goolam H., M.R.C.S., 1931(E) 
Gore, Lionel (formerly Gorfunkle), M.B., 
L.R.C.P. -& 8., 1932(1). 
Gouldesbrough, Claude, B.M., 
Gouws, Johan N. 8., M.} 
Gow, Archibald, M 1D , 1901S). 
Grace, Jeremiah, L.R.C.P. & S., 
Greer, Andrewanna P., M.B. 
Griftin, Blanche G. C., M.B., 
Griffiths, Arthur V., M.R.C 
Gunn, John C., M B Z et (S). 
Gurney, Arthur L., M.B., 1901(8). 


Hall, Arthur J., M.B., 1902(E) 
Hall, George J. A., L.R.C.P.& S., 
Hall, Phillis, M.B., 1923(E) 
Halloran, Kathleen M.,M.R.C 
Hamilton, Dennis G., "M.R.CS. = 
Hammer, Norman W.,M.R.C:8., 
Hannan, Mary J.,L.R.C.P.& 8., 
Harbinson, James W., L.R.C.P. & 38. 


1888(1). 
Harbison, Henry A., M.B., 1914(I). 
Frederick G. B., L.M.S.S8.A., 


1909(E). 
1884(E). B., 1926(1). 
1901(E). 
1906(T). 
, 1923(E). 
9111) 

, 1934(B). 


Carleton, 
Chisholm, 
(Col.). 


Daly, Thomas, M.B., 1927(1). 

Davies, Percy V., M.R.C.S., 1914(E) 
Dodson, George E., M.R.C.S., 1897(E). 
Durrani, Nisar M., M.R.C.S., 1932(E). 


Erskine, William A., M.B., 1926(S). 


Fair, Aileen, M.B., 1925(1) 

Fairchild, George C., M.R.C.S., 1914(E). 

Falkiner, John MclI., F.R.C.S., 1890(1) 

Fannin, Lewis E., L.R.C.P. & 3., 1898(1). 

Farquharson, Alexander C.,M.D., 1889(S). 

Farrar, Percy B., M.D., 1921(S). 

Farrell, Mary J., M.D., 1916(1). 1927(E) 

Fell, Frank J., L.R.C.P. & 8. yee Harper, ecg ge Nod 

Fernandes, Francisco, L.R.C.P. & &., Harris, Arthur G M.R.C.S., 1871(E). 
1885(S). Harris, Be ae Bg L.R.C.P. & S 

Findlater, Christina G., M.B., 1892(E). 

Finegan, Laurence P. J., Harris, David B. L., M.B., 
1876 (1) Harrison, Charles, M.R.C.S., 1883(E). 

Fisher, Vicars M., M.B., see Harse, Eleanor, M.B., 1921(E). 

Fitz-Gerald, Gerald H.,M.R , 1918(E). Harwood, Harold ae B.C Yhir., 1900(EB). 

FitzGerald, William, M.B., , 1894(S) 

Fitzgibbon, Maurice, M.B., 


1895(S). Hay, Thomas H., RC 
1904(1). Hayes, John J. uF Ps S., 1918(1). 

Fitzpatrick, Ernest H., 1886(1) 

1887(5) 


L.uOF. & &., Haves, William B., 
Head, Ernest E., M.R.C.S , 1895(E). 
Fleming, (Mrs.) Muriel K., M.D., 1915(S). Hecker, Cyril F., M.R.C.S8., 1929(E). 
Floyer, Blaise B., M.R.C.S., 1872(E). Heffernan, John T., L.R.CP. & 8 
Ford, Donald M., L.R.C.P. & 8., 1901(S). 1910(1). 
Fordham, Henry J., L.M.S.8.A., 1927(E) Heiron, George M., M.R.C.S., 1912(E). 
Forster, William A. de V., M.D., 1901(1). Heirshberg, Pearl M., M.R.C.S., 1933(E). 
Forsythe, Charles, M.D., 1873(1) Heiser, Arthur L., M.R.C.S., 1904(E). 
Fowler, William M., M.B., Helmy, Ali, M.R.C.S., 1925(E). 
Fox, Pere y H., M.R "CS x ). Hendry, John M., M.B., 1908(S). 
Freebairn, Robe rt J., M.B., 1887(S). Herridge, (Mrs.) Margaret A. L. (formerly 
Freeman, "Joseph, L.RC.P.&S , 1899(S). Buckner), M.B., 1926(E). 
Freer, Robert M., M.B., 1895(S). Hessey, James D., M.R.C.S., 1892(E). 
French, Alexander M., M.R.C.5., Heyer, Fritz G., L.R.C.P. & 8., 1903(S). 
Fullen, Patrick L., L.R.C.P. Heywood, Thomas, M.R.C.S., 1892(E). 
1932(1). Hickey, Patrick C., M.D., 1880(1) 
Fullerton, John A., M.B., Hickley, (Mrs.) Edith M. P. (formerly 
Morris), M.B., 1918(E). 
Higgins, Edward J., L.A.H., 
Higgins, Hubert, M.R.C.8., 
Hill, Wilfred A., M.B., 1931(1). 
Hinde, Alfred B., M.R.C.S., 
Hobson, Edward E., M.B., 
Hocken, Donald F., M.B., 
Hogan, Mary G., F.R.C.S8., ( 
Holmes, Bernard W., M.R.C.S., 
Hoops, Samuel E., L.R.C.P., 7 
Hopkin, Denis A. B., M.R. Cs 
Horsham, Joseph, L.R.C . 
1925(S). 
Hosny, Mostafa H., M.R.C.S., 
Hough, Herbert B., M.R.C.S., 
Howard, Henry, M.B. 
Hugo, Daniel, M.B., 


1919 


1891(1). 
, 1926(E). 
1928(E). 
1924(E). 
1890(I). 


Hardaker, 
., M.B., 1905(1) 


1924(S). : 


L.BR.C.P., 1929(1) 


“ 


1925(S). 


Gailleton, 
Galbraith, 


Alfred T., M.B., 1898(S). 
Hugh T., L.R.C.P. & 
1894(1) 


Gamble, Annie i M. B.. 
Gane, Noel G. C., F.R.C. 1923(E). 
Gardiner, John, tf B., istic). 
Garland, John C., M. R.c S., 1934(E). 
George, Henry, M. R.C.8. 7¢ 
Giblin, "arthur L. » L.R.C. P&S ce 
Gill, James W., M.B., 1921(S). 
Giusani, Jose ph, M.S. , 1884(1). 
Gluck, Susan, M.B., 
Glynn, Eric H., M.R.C 
Goggin, Edward, M. Be 
Goldsworthy, Bertha H. 
ler), M.B., 1924(1). 


1920(1). 
1888(E). 


1928(1). 


, 1935(E). 


& S&., 


1934(E). 
1930(E). 
, 1880(E). 
1922/1). 


"1926, E). 
(formerly Law- 
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we A Herbert V., L.M.S.S.A., 
1921(E) 

Hurle ~+ Cecil E., M.B., 1925(1) 
Hutchens, Harold J., M.R.C.S 


, 1899(B). 
Hynes, Thomas G., M.B., 


1930(1). 


Iredale, Jabez P., M.B., 1891(E) 

Ismail, Ali, M.R i. 1927(E) 

lye a, Mandayam A. P a R.C.P. & 
1919(3). 


Jack, Alexander F., L.R.C.P. & S&., 
1900(S) 
Jacobs, Martin H., M.R.C.S., 1924(E) 
Jaggassar, Leonard O L.M.S.5.A., 
1927(E) 
Jain, Banarsi D., L mi S.S.A., 1927(E) 
James, Samuel, L.R.C & § 1935(E) 
Jameson, Ernest , - M Ds 1907 (1) 
Jamieson, Archibald, L.S A., 1887(E) 
Jansen van Vuuren, Miriam, M.B., 
1931(3). 
John, David, M.R.C.S., 1883(E) 
John, Thayil C., L.R.C.P. & 8., 
Johnson, Alfred, M.D., y 
Johnston, Hugh C. A., 
Jobnston, William, " B., 
Jones, Aneuryn M., I 
Jones, Daniel M., M 3 : 
Jones, Wilfred H. G., } 
Jones, William W 
Jowell, aSoenee, 
Jubb, Archie V., M.R.C 


1932(E). 


. 1933(1) 
is2id 


S , 19V0(E) 
, 1924(E) 
190 5( BE). 


" | 


—— BeOoP. & B&B. 
93318 


Ka Jainath, 1931(E) 
Kamchorn, Nai, ¥ R.C » 1917(E) 
Keenan, Edmund J., M. B , 1920(1). 
Keess, Arthur, Mt C.S., 1883(E) 
Keiller, William, F.R.CS , 1888(S) 
Keith, Hugh, L.R.C.P. & S., 1893(S). 
Kelavkar, Tarabai, L.R.C.P. & 
1928(S) 
Kelleher, 
Kelly, 


M.B., 


Julia L., M B., 
Edward P., L 
Kelly, Michael, M.S 
Kelly, Phyllis J., L 
Kelsall, Henry T., } 
Kendall, Ernest R., 
Kendall, John W. ste ee CGS., 1926(E) 
Kennedy, Francis P., L.R.C.P. & S - 
1913(1). 
Kennedy, Frederick W., M.D., 1891(1). 
Kennedy, Patrick J., M.B., _1925(T) 
Kennedy, Roger A., M.R.C.S., 1928( E) 
Kerrigan, Sarsfield P., M B. 1910(1) 
Khan, Abdul Hamid, M.R.C 1934(E) 
Khan, Mohammad B., M.B., 1934(B). 
Khishin, Anis E. 8. z., L-R.C.P. & s., 
1932(1) 
Killen, Mary J. S., M.B., 1922(E). 
Kilroe, Sidney H. J., M.B., 1 908(E) 
Kincaid, Frederick, M.R.C 1902(E). 
King, Douglas M., M.B., 1934(E ). 
King, Edward F., M.B., 1920(1) 
King, Gerald G., M.R.C 1928(E) 
King, Thomas H. V., MR C.S., 1915(E) 
Kirkland, Gerald B., M.R.C.S., 1923(E) 
Klein, Andrew J. V., L.R.C.P. & S., 
1934(E) 
Knight, 
Knowles, 
1907(E). 
Kohler, Theodor C., 
Kreitmayer, 
1928(E) 
Krige, Johannes F. van W.,M.B 


191: d(T). 
, 1927(S). 


: , 1935(1). 
<a 886( E). 
1895(E). 


tobert G., M.R.C 1932(E) 
Robert, C.J. E. . manne, 


M.R.CS., 
Maximillian, 


1928(E) 
M.R.C.S., 


, 1924(E). 


Lacey, Jack W., M.R.C.S., 1935(E) 

Lamech, Jesudasan 8., L.R.C.P. & S., 
1919(E) 

Lanceley, Hilda I., M.R.C.S., 1934(B) 

Lane, AleSander, F.R.C.S , 1881( E) 

Lassalle, Charles F., L.s8.0., "M D., 1902(E). 

Laurence, Noel E., F.R CS E 1934(B). 

Lavin, Michael F., M.B., 1919(1). 

Law, John L., M.B., 1929(S) 

Lawson, William B., L.R.C.P. & &., 
1916(S). 

Leach, Herbert, M.R.C.S., 1901(B) 

Leigh, Frank B., M.B., 1905(B). 

Leigh-Barlow, Vivian H., L.R.C.P. & 8 
1927(S). 

Leventhal, George, M.B., 1932(S) 

Lewin, Bruce F., M.R.C.P., 1929(E) 

Liengme, Theophile J., L.M.S.S.A., 
1923(E). 

Lindsay, David A., M.B., 1934(1). 

Lloyd, John T., M.R.C.S., 1904(E). 

Lochhead, William K., L.R.C.P. 
888(S). 

Loewenthal, Max S., M.R.C.P., 18 95( KE). 

Logan, Roderick R. W., M.R.C.S 
1890(E). 

Long, Joseph J., M.D., 1891(I). 

Low, Eugene W., M.B., 1933(S). 

Lowsley, Lionel D., M.R.C.S., 1889(E). 
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McDonagh, Joseph E., M.B., 1921(1) 
McGann, Terence J., F.R.C.S., 1866(1). 
Maitland, Percy E., M.R.C.S., 1884(E) 
Manuel, Alexander, M.R.C.S., 1905(E). 
Mathews, John W., M.B., 1915(S) 
Milne, Charles, O.B.E., M.B., 1891(S) 
Mitra, Guruprasad, M.B., 1912(Col) 
Morris, Bedlington H., M.B., 1893(E) 


Phipps, John 
1897(E). 


Rothschild, 
1934(E 


Nelson, Robert, M.B., 1897(S). Saunders, (Mrs.) 
1902(E) 

O’Connor, 
1922(1) 


Ormsby, Christopher M., M.B., 1890(S) 


Patrick W., L.R.C.P. & S., 


PANEL AND CONTRACT PRACTICE 


The Post-graduate Courses 

THE new arrangements for post-graduate courses 
for insurance practitioners are not meeting with 
unqualified approval. The National Conference of 
Friendly Societies and some insurance committees 
are taking exception to the entirely medical adminis- 
tration of the scheme. The National Association of 
Insurance Committees also want to know why the 
representatives of insured persons are to have no 
share in the administration. It appears that on 
Sept. 8th a regulation was published making it clear 
that the cost is to be met from the unclaimed proceeds 
of the sale of health insurance stamps, and therefore 
will be paid partly by insured persons and partly by 
their employers. The London committee, while 
welcoming the scheme, have recorded their regret at 
the exclusion of insurance committees from its 
administration. 


A Standard Fine ? 


The London medical benefit subcommittee report 
that the Minister has withheld the sum of £5, with 
a view to a corresponding deduction from the remu- 
neration of the insurance practitioner concerned, in 
each of six cases. Comparison of the sins of the 
various practitioners shows that one had failed to 
provide adequate attention for an insured person ; 
the insurance committee required the doctor to pay 
the bill of the other practitioner who was called in, 
and recommended the withholding of £10. The second 
had unwisely tried to help the financially embarrassed 
wife of an insured man in hospital by signing two 
certificates without seeing the patient ; £2 was recom- 
mended but £5 was withheld. Case No. 3 was one 
of extravagant prescribing, and the amount withheld 
was that which had been recommended. The other 
three cases had not been before the insurance com- 
mittee and each related to failure to return to the 
D.M.O. within the time specified certain forms 
R.M.2. 

Three Medical Service Cases 


The London medical service subcommittee did not 
meet from May until September and even then had 
only three cases to consider. One was disposed of sum- 
marily by informing the complainant that his state- 
ment disclosed no prima-facie grounds of complaint. 
Another was the all too familiar, though fortunately 
now less common than formerly, issue of certificates 
irregularly. 


A man, suffering from endocarditis, declared on the 
funds of his society on Feb. 20th. He then went away 
into the country and it was not until March 11th that he 
submitted another certificate, again an initial certificate, 
which was issued by a doctor in the Isle of Wight. The 
society declined to pay benefit for the intervening period 
in the absence of medical evidence of incapacity. The 
insured person wrote to the first doctor, who had not seen 
him since Feb. 20th, telling him of the difficulty and 
asking for certificates, which he led the doctor to think 
had been requested by the society. The doctor was of 


PANEL AND CONTRACT PRACTICE 


Phillips, David J., M.R.C.S., 1904(E). 
H!, D.S.O., 


Rawson, Herbert J.,M.R.C.S., 1914(E). 
Mathilde, 
Rymer, Hugh T., M.R.C.S., 1918(E). 
Monica L. M., 
Smith, Selwyn K., M.C.P. & S., 1924(Col). 


Stokes, Louis P., L.R.C.P. & S., 1903(1). 
Sutcliffe, EliC. T., M.R.C.S., 1879(E). 


[ocr, 2, 1937 


Thompson, James A. B., M.D., 1877(S). 


V.D., M.B., 
Varma, Triloki N., M.B., 1925(Col). 


.D ~~“ Wallace, James W., M.B., 1925(1). 
L.R.CP. & S., Wang, Chung C., M.D., 1914(S). 
Watson, Edward A., M.B., 

Watson, Samuel E., M.B., 1 

Werner, Louis, M.B., 1886(1). 
Worthington, Richard T.,M.B., 1901(E). 


Wykham, Alfred L., L.R.C.P., 1891(E). 


M.B., 


Zobel, Samuel, M.B.. 1904(E). 


the opinion that the man had been continuously incapaci- 
tated—and in fact he remained incapacitated until 
September—so he issued insurance certificates dated 
Feb. 27th, March 6th and 13th, and a final certificate 
dated March 16th, this last because he understood that 
as from that date the medical care of the patient had been 
assumed by the practitioner in the Isle of Wight. Thus he 
signed five statements which were not true—viz., that on 
four dates he had examined the patient and that on 
March 16th the patient was in his opinion no longer 
incapable of work. The society did not accuse the practi 
tioner of any intention to mislead them, but the insurance 
committee had no option but to find that the practitioner 
had committed a breach of the medical certification 
rules. 


It is a curious thing that medical men should so 
often be content to sign printed statements which 
they would undoubtedly decline to write in their 
own hand, and it cannot be too strongly urged that 
the printed health insurance certificates contain 
statements of fact and should not be signed unless 
those statements are of fact. 


The remaining case was an unusual one, 


On June 28th the patient, a woman of about 37, con- 
sulted the practitioner’s assistant, complaining of pain in 
her right leg. Liniment was prescribed, rest in bed 
advised, and in the absence of a further report it was 
assumed that the condition—which was a diffuse tender- 
ness over the shin—had cleared up. The father, who was 
the complainant, bitterly attacked the assistant’s handling 
of the case, but before the subcommittee, although alleging 
that the patient suffered intense pain from June 28th 
onwards, he admitted that no attempt was made to secure 
further medical attention until July Ist. On the latter 
date the assistant visited the patient by request and 
found her suffering some pain in the same leg and with a 
temperature of between 99° and 100° F. Having regard 
to the patient’s nervousness he endeavoured not to frighten 
her, but he discussed with her and her mother the desira- 
bility of hospital treatment, since he suspected osteo- 
myelitis. The patient was removed to hospital where 
two X ray photographs on successive days gave no indi- 
cation of a disease of the bone; and in fact it was not 
until the fourth day after admission that a definite diag- 
nosis of osteomyelitis was made and an operation performed. 
The patient died on July 8th. The responsible practi- 
tioner said that in over thirty years’ experience he had 
not known this disease to originate in a patient of more 
than about 15 years of age whereas this insured person 
was 37. He thought that on June 28th there could have 
been no signs, and even on July Ist almost no symptoms 
indicative of osteomyelitis were to be found. 


In this view the medical members of the subcommittee 
concurred, and the subcommittee’s report concluded 
with an expression of regret that the father should 
have pressed the case so strongly upon insufficient 
grounds. 


RoyYAL BERKSHIRE HosPiTaL.—In response to the 
centenary appeal for £150,000 made by this hospital ove: 
£66,000 has now been received. The committee hope to 
obtain half of the required sum before the end of the year. 
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_ GRAINS AND SCRUPLES — 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM A GENITO-URINARY SURGEON 
I 


BELIEVING as I do that neither my own nor my 
fellow-creature’s actions are dictated by reason, but 
that the events of our lives are strung together by 
accident rather than by any contriving on our part, 
I accept. the fact that I have been cajoled into accepting 
the responsibility of filling these columns in the 
October issue of THE LANCET in the same spirit as 
I should accept a boil on my leg, a bad egg, or a 
thunderstorm. It is none of my doing; I take no 
responsibility for what I write. Nor is it my fault 
that I am about to write of the relation of philosophy 
to medicine. Rather is this to be laid at the door 
of Prof. C. E. M. Joad, who by inviting me down to 
spend this particular week-end with him has been the 
blind instrument that has caused a line of accidental 
happenings starting in the editorial offices of THE 
LANCET to intersect the private line of my life on the 
green lawn in front of his country cottage. This after- 
noon has been earmarked for discharging my debt 
to Tue Lancet and this afternoon I happen to be 
the guest of a philosopher. Ergo, I will write of the 
relation of philosophy to medicine. 

* * * 


The line of stars above is intended to indicate the 
passage of time, for the shadow cast by that apple 
tree on this sun-lit lawn has swung through at least 
ten degrees of an are since I wrote the words of the 
preceding paragraph, and while it has been moving 
I have been making a startling discovery. Medicine 
has no philosophy. Doctors for the most part are 
without a creed. Philosophy has no connexion with 
the art of healing. 

At one time philosophy, religion, and medicine 
were close together. The priest-physicians of Egypt 
dealt with both the ills of the body and troubles of 
the spirit, for they had arrived at the decision that 
the two were inseparable. Crude though their methods 
were they were equipped for all branches of healing, 
having a message for the sick soul as well as a nostrum 
for the ailing body. With the modern physician it is 
entirely otherwise ; he has a thousand nostrums for 
the body but no word of comfort for the suffering spirit. 

* * * 


Having written this it seems to me that in this 
quiet garden I hear an uproar of protesting voices, 
some crying out that medicine has nothing to do 
with the healing of sick souls, others that it has, but 
that this branch of therapeutics can safely be left in 
the psychologist’s hands. Let me deal first with 
those who protest that medicine has nothing to do 
with the spirit, but concerns itself only with the body. 
It is a goodly crowd that proclaims this view, for your 
doctor has been for so many years immersed in the 
examination of tissue and physical mechanism that 
he has had little time in which to study the world 
of the spirit. But in the words of B. Russell ‘‘ the 
dualism of mind and matter is out of date; matter 
has become more like mind, and mind has become 
more like matter than seemed possible at an earlier 
stage of science. One is led to suppose that what 
really exists is something intermediate between the 
billiard balls of old-fashioned materialism and the 
soul of old-fashioned psychology.” The distinction 


between mind and matter, between the psychological 
and the physical, the functional and the organic, has 
broken down. It is universally admitted that mind 
reacts on body and body on mind. Your doctor can 
no longer afford to turn aside from the spiritual 
difficulties of his patients. He cannot say that these 
have nothing to do with his illness and that if he 
wants spiritual comfort he would be wise to consult 
a priest. The difficulties in all probability have every- 
thing to do with his illness, and there is no priest 
to whom he can go. The doctor, qua scientist, has 
helped to discredit the old-time spiritual healer and 
whether he wishes it or not is now compelled to 
assume his mantle. What message has he got for his 
patient ? The answer, alas, is too simple ; 
none. 


he has 
a * x 


Nowadays the profession is beginning to realise the 
existence of this modern doctor’s dilemma. In the 
armchair writings of its leaders this is made apparent, 
but although these medical writers have arrived at a 
diagnosis they have not been able to suggest a remedy. 
We have helped in the clearing away of the temples 
and now have nothing to put in their place. We have 
discovered too late that man cannot live without 
some form of religion and we can find no substitute to 
offer him. Our priestly mantles are proving un- 
comfortable apparel, but although we would now 
gladly get rid of them, we cannot. Willynilly we 
are forced because of their bearing on physical disease 
to minister to our patient’s spiritual needs, and we 
find to our dismay that we are unfit to do so. Having 
no beliefs of our own we have none to offer our 
patients. 

At any rate let us honestly recognise that we are 
inaquandary. ‘‘ During the last thirty years,”’ writes 
Prof. C. G. Jung, “‘ people from all the civilised 
countries of the earth have consulted me. . .. Among 
all my patients in the second half of life—that is to 
say, over 35—there has not been one whose problem 
in the last resort was not that of finding a religious 
outlook on life. It is safe to say that every one of them 
fell ill because he had lost that which the living 
religions of every age have given to their followers, 
and none of them has been really healed who did not 
regain his religious outlook.” 

* * *x 


The second protest comes from those who regard 
the psychotherapeutists as an efficient substitute for 
the priest, the one-time jealer of sick souls. Far 
from neglecting this branch of healing, they protest, 
modern medicine has provided for the ills of the spirit 
the balm of psycho-analysis. For the obsolete gospels 
of Christ and Buddha has been substituted the 
up-to-date gospel of Sigmund Freud. And it is indeed 
true that a great number of people look upon the books 
of Freud as inspired writing, and regard psycho- 
analysis as the narrow gate through which all in search 
of spiritual freedom inevitably must pass. What are 
the grounds on which these far-reaching claims rest ? 
This is the question to which it will now be necessary 
to find an answer. 

At this point in my musing my host appeared at 
the cottage door. What an opportunity this chance 
happening provided me for obtaining a view of 
psycho-analysis from a different angle. How would 
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the trained mind of the philosopher look upon the 
teaching of Freud? * Cyril,” I shouted, ‘* What do 
you think of that particular brand of psychology 
known as the psycho-analytical school ? ” 

He came up to me. “I think nothing of it,” he 
answered, taking his pipe out of his mouth so that he 
could punctuate his further remarks with its stem. 
‘A corner-stone of Freud’s teaching is the theory 
of the unconscious or subconscious mind. Now the 
subconscious is only revealed through the conscious, 
and when you know a thing from that moment it 
ceases to be unconscious. Our knowledge of the 
subconscious is by deduction and inference like our 
knowledge of God. Being based on an inferential 
process the ideas are clearly subjective. If psycho- 
analysis were indeed true its principles would not be 
objectively valid but would merely be a reflection of 
the psycho-analyst’s own unconscious desires. This 
being so Ness 

I interrupted him. Undiluted logic is liable to go 
to the head of the illogical as wine to that of the 
teetotaller. If I were to listen to any more I would 
become confused and be in need of analysis myself. 
“Thank you very much,” I[ interjected, “that was 
exactly what I wanted to know.” ** And what do you 
think of it yourself,” politely asked my host, replacing 
his pipe to his mouth. 

“The psycho-analytical school is a cul-de-sac into 
which too many people have fallen,’ I answered. 
** Once in the sac they spend the rest of their days in 
the happy pursuit of collecting old labels and inventing 
new ones.” 

‘** By that you mean ?” 

“Complexes, mother, father, castration—dozens 
of them. It’s a lovely game.” 

My host nodded and left me. When two people 
reach agreement conversation must inevitably come 
to an end. 

* x * 


But the proof of the pudding is in the eating of it. 
Heaven knows that a great deal of medicine is based 
on bad logic and that if every remedy of an empirical 
nature had to be put into the dustbin very little treat- 
ment would remain. What are the results of psycho- 
analysis ? The answer is that the results are the same 
as with any other form of treatment that is based 
entirely on empiricism—namely, the obtaining of a 
few successes, some doubtful benefits, and many 
failures. But unfortunately what makes things 
infinitely worse in the case of analysis is the fact that 
in order to qualify for this hazardous gamble a patient 
must agree to an initial act of faith—namely, agree 
to put himself into the hands of an analyst who will 
require his presence in his sanctum five days of the 
week, for an indefinite number of years! Hard is 
the way and narrow is the gate that leadeth to 
salvation. 

* * * 


And yet, as a controversy that recently broke out 
on the pages of this journal clearly brought out, there 
are many who feel that this is the gate through which 
we must all pass in order to reach sanity. ‘“‘ I agree... 
that firm adherence to scientific principles was never 
more necessary than it is in psychotherapy to-day,” 
writes one of these controversialists,! ‘“ but shall we 
get it by handing psychotherapy to the clergy ? ” 

Do I hear the voice of a Jesuit denouncing a heretic 
or of a heretic denouncing a Jesuit ? It matters not 
which ; the voice is as old as mankind; the words 
change with the centuries but the tone is the same. 


1 See Lancet, July 31st, 1937, p. 288. 
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Do not let it for one moment be supposed that I 
do not recognise the importance of psychology in 
medicine. It is because I regard it as so important 
that I deplore the inefficacy of that particular brand 
of psychology that at the present day has gained the 
ascendancy in psychotherapeutists. Nor am I alone 
in my pessimistic view of the state of psychology in 
general. Those who have read the latest of Prof. 
MecDougall’s books will remember that this great 
authority is equally suspicious of what is so easily 
mistaken for progress in psychology, for he leads us 
to believe that most of our present theories will have 
to be scrapped if we are to begin to advance. We 
must wipe the slate clean and start again. 

But the doctor’s dilemma is only a particular 
instance of one that is general in the modern world. 
The medical man has no philosophy to offer his patient 
because the modern world has none to offer him. Over- 
whelmed by the flood of disjointed observations, 
measurements, deductions, and inferences, of which 
science is made up, he has no time to search for any 
understanding of the whole. Dazzled by its spec- 
tacular successes in the material plane, he forgets how 
little it can help him in that far more important plane 
of his inner life. He is without a message for his 
patient. 

The subject I have chosen for these reflections— 
namely, the relationship of philosophy to medicine- 
can easily be disposed of. It has no relation. I will 
pocket my paper and pencil and go for a walk in the 
country. 











INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
SEPT. ISTH, 1937 

Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
scarlet fever, 1868 ; diphtheria, 1308; enteric fever, 
39; pneumonia (primary or influenzal), 392; puer- 
peral fever, 39; puerperal pyrexia, 115; cerebro- 
spinal fever, 10; acute poliomyelitis, 54; acute 
polio-encephalitis, 2; encephalitis lethargica, 5; 
continued fever, 1 (Lambeth); dysentery, 32 (5 at 
Luton); ophthalmia neonatorum, 94. No case of 
cholera, plague, or typhus fever was notified during 
the week. 

The number of cases in the Infectious Hospitals of the London 
Courity Council on Sept. 24th was 2789, which included : Scarlet 
fever, 692; diphtheria, 856 (diphtheria carriers, 17); measles, 
92; whooping-cough, 362; puerperal fever, 11 mothers 
(plus 7 babies); encephalitis lethargica, 283: poliomyelitis, 
11 At St. Margaret’s Hospital there were 17 babies (plus 
6 mothers) with ophthalmia neonatorum. 

Deaths.—In 124 great towns, including London, 
there was no death from small-pox, 2 (0) from enteric 
fever, 3 (1) from measles, 4 (1) from scarlet fever, 
12 (5) from whooping-cough, 27 (6) from diphtheria, 
17 (9) from diarrhoea and enteritis under two years, 
and 17 (1) from influenza. The figures in parentheses 
are those for London itself. 

Walthamstow and Liverpool each reported a death from 
enteric fever. Of the 21 deaths from diphtheria outside London 
5 occurred at Manchester and 4 at Liverpool Portsmouth 
reported 2 deaths from scarlet fever. Diarrhcea was fatal in 
6 cases at Birmingham, 5 at Manchester, 3 each at Liverpool 
and Newcastle-upon-Tyne. 

The number of stillbirths notified during the week 
was 253 (corresponding to a rate of 39 per 1000 total 
births), including 40 in London. 


POLIOMYELITIS IN EssEx.—Ten cases of acute polio- 
myelitis were notified in the geographical county of 
Essex in the week ended Sept. llth. The average 
number over the last ten weeks has been 5 and for 
the current week it is 4. Of the three county boroughs 
in the county only West Ham had a case to report, 
but 15 of the urban and rural districts reported cases. 
Dr. W. A. Bullough tells us they were all sporadic and 
no connexion could be traced between any of them, 
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NATIONAL HEALTH CAMPAIGN 


THe following are extracts from articles contri- 
buted by medical men to the special National Health 
Number of the Times published on Sept. 30th in 
support of the Government’s campaign. 

Sir Farquhar Buzzard on the Doctor in the Home 

. . the functions and responsibilities of the family 
doctor of the future must be somewhat different 
from those of his predecessors. He must assume more 
responsibility for maintaining the health of his 
clients and for recognising signs of incipient illness, 
physical or mental; he must be in a position to 
give more time to those suffering from what appear 
to be minor ailments and be ready to hand over, in 
many instances, the care and treatment and investiga- 
tion of those who are seriously ill to institutions and 
expert specialists. He will, however, have a_pre- 
scribed right to the help that clinics and hospitals 
can give him and a definite position in the organised 
scheme of health services of the district in which he 
practises, 

Sir Arthur MacNalty on British Public Health 
Services 

Progress in national health cannot be made without 
public support. The run of a piece in the theatre 
is short if it is played to empty houses ; health services 
without a clientele willing and ready to make use of 
them would be disastrous. How is the support of 
the people of this land to be secured in the campaign 
for national health ? First of all comes the medical 
practitioner. He is the foundation of a medical 
service, ‘‘ its pivot, its anchor, its instrument.” 

Dr. J. M. Mackintosh on Scottish Services 

Ruskin defined the true aim of national economy 
as ‘‘ the producing as many as possible full-breathed, 
bright-eyed and happy-hearted human creatures,” 
Dismissed as an irrelevant futility by the economists 
of the sixties, his conception has become the inspira- 
tion of modern health policy. 

Sir George Newman on Health of the School-child 

Yet even to-day not much more than half the 
children requiring dental treatment actually receive 
it. Why is that? Ten per cent, of school-children 
suffer from some degree of defective vision, but only 
half of them are adequately treated. Why is that ? 
The answer to this question in both cases is not that 
the State or the local authority have been neglectful 
or unready, but that the parents or guardians of the 
child have not taken the trouble to get their child 
properly treated. The school doctor has done his 
part, the means of treatment await the child, but the 
child or its parents are not willing, or do not persevere 
with the treatment, or do not understand its impor- 
tance. The child, all too often, lacks the persuasion 
or encouragement or support of its home. It learns 
hygiene at school but discovers, not seldom, that it is 
not practised at home. 

Dr. Noel Bardswell on Prevention of Tuberculosis 

If one follows the life-histories of a 
patients treated in a sanatorium one sees that, for 
most of them, the issue of success or failure is deter- 
mined during the first year after their discharge. 
Tuberculosis is essentially a social problem. The 
extinction of tuberculosis will be achieved in pro- 
portion as these social and economic problems have 
been satisfactorily met. It is in the realisation of 
this that Care Committees, usually composed of 
voluntary workers, have become an essential factor 
in our antituberculosis schemes. 

Sir Edward Mellanby, F.R.S., on Medical Research 

The Medical Research Council is of its kind unique 
throughout the world, and it is pleasant to think 
in these times, when political systems are being much 
discussed and democratic forms of government are 
often described as effete, that this national organisa- 
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tion, whose sole function is to advance knowledge for 
the maintenance of health and the elimination and 
cure of disease, was founded and is maintained by a 
democracy. i 
Mr. J. D. King, Ph.D., L.D.S., on Care of the Teeth 

It is clear, therefore, that the scourge of dental 
disease can best be fought first by increasing the 
consumption of those foods which will build up 
strong, well-developed teeth, and secondly, until 
this nutritional measure has taken effect. by increasing 
the staff and scope of the school dental service, so 
that yearly—or even _ half-yearly—inspection and 
treatment of both permanent and deciduous denti- 
tions can be provided until the age at which National 
Health Insurance benefit can be obtained. 
Dr. G. F. McCleary on Safer Motherhood 

The first school inspections still show a wide 
prevalence of preventable physical defects. Increasing 
attention is being given to the problems of pre-school 
life, and it is generally agreed that among the agencies 
working for the well-being of the pre-school child a 
prominent place—perhaps the most prominent place 
should be given to the nursery school. The number 
of nursery schools so far established is, however, 
very small, fewer than a hundred in England and 
Wales. Many more are badly needed. 
Dr. Melville D. Mackenzie on Recent Trends in 

Physical Culture in Other Lands 

. . the old “‘ body building school,’’ which was con- 
cerned only with physical development, is being 
superseded by the “ natural’ school, which aims at 
self-control and adaptability to environment. Formal 
gymnastics and systems of physical culture are every- 
where giving way to field sports, camping, and free 
exercises. The old so-called ‘‘ Swedish ”’ system is 
being modified so as to abolish periods of immobility 
and to introduce movements inspired throughout by 
nature—walking, running, jumping, climbing, craw]- 
ing, wrestling, and swimming are the principal features. 


In this, as in other modern systems of sport, the aim 
is to develop endurance and resistance to fatigue, 
cold, and pain, the ultimate object being to build up 
the complete athlete, not specialised in any way. 


In ... Norway, particularly, stress is chiefly laid in 
training on the fundamental importance of developing 
in the individual those aptitudes for forms of sport 
which he appears to lack. Hence the setting up of 
records or specialisations in games is discouraged. 
Dr. A. Macrae on Child Guidance 

Certain it is that the medical historian of the future 
will describe the twentieth century as a time when 
the doctor, too long preoccupied with physical dis- 
orders, achieved a new understanding of mental 
conflicts and anxieties, and a more effective method 
of treating those distressing and disabling ‘‘ nervous ”’ 
conditions which can be classified neither among the 
organic bodily diseases on the one hand nor among 
the insanities on the other. 


The Medical Correspondent of the 
Food and Health 
Food habits have changed greatly during the past 
half-century. Among thé causes of change are the 
more extensive use of machinery in place of manual 
labour, a rising standard of living, and the processes 
of refrigeration and preservation. 


“Times ”’’ on 


Mr. H. L. Eason on Voluntary Hospitals 

The essence of all advance in medicine and surgery 
is individualism, heterodoxy, and freedom of action. 
These three virtues do not, so far as experience has 
shown, flourish under public systems of administration. 


Dr. Drummond Shiels on Teaching and Treatment 
(of Venereal Disease) 

Comparing 1936 with 1920, there was a reduction 
of 56 per cent. in the total number of cases of syphilis 
(old and new infections) dealt with at the treatment 
centres in England; and of 28 per cent. in the total 
number of cases of venereal disease. The latter 
figure rightly suggests that there has not been the 
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same degree of success in the case of gonorrhoea, 
Many infected women, especially, fail to seek treatment. 


Dr. W. M. Frazer on Port Sanitation 


Port sanitation is one of the oldest branches of 


preventive medicine, and the earliest quarantine laws 
against plague date back as far as the year 1348, when 
this disease was present in epidemic form in Europe. 
Dr. I. Harvey Flack on the National Eye Service 
The vague but hopeful term “limited means ”’ 
is as widely interpreted as the scope of the service 
is generous, Frames, which may be of nickel or rolled 
gold or imitation tortoiseshell, and are not important, 
and lenses correctly prescribed and accurately ground, 


which are of vital importance to national eyesight, 


are available to all the many non-insured persons whose 
incomes do not exceed £250 a year, to all the com- 
pulsorily insured classes irrespective of income, and 
to their dependents. 
* * * 
The Prime Minister contributes a message calling 
attention to the rapid development of the public 


A Health Centre for Southwark 


Tue Walworth-road is generally regarded as one 
of the most unlovely thoroughfares in south London. 
The names of the roads leading into it show that a 
large part of the area was first developed shortly 
after the battle of Trafalgar, but much of the sur- 
rounding borough of Southwark is far older. Things 
like prisons and slaughter-houses which were con- 
sidered unsuitable in the City of London had to 
find a place on the south side of the river, and for 
centuries foul conditions 
have been harboured there 
so that no part of the 
capital has had a more 
uphill fight to improve 
the environment of the 
people. Even in recent 
times the death-rate has 
been the highest in 
London and the state 
of overcrowding has been 
appalling. On Saturday 
last a further step for- 
ward in the organisation 
of the public health ser- 
vices was taken by the 
opening by the mayor of 
Southwark of a new build- 
ing to bring them together 
under one roof. It has been 
erected alongside the pub- 
lic library and town hall 
in the Walworth-road, 
at a cost of £50,000. Accommodation is provided 
for the medical officer of health (Dr. William Stott) and 
the public analyst (Mr. C. Dickinson) and their staffs. 
The old tuberculosis dispensary will be closed and 
moved into this building which has provision for 
X ray examinations, dental treatment, and an 
artificial pneumothorax clinic. The solarium is a 
new departure and is well equipped for the applica- 
tion of light, heat, and electrical energy. The 
maternity and child welfare department is on the 
ground floor with a convenient separate entrance for 
perambulators. A feature of the work of the depart- 
ment is to be an educational section in which 
lectures illustrated by cinematograph films will be 
given and exhibitions held in connexion with public 
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health services within recent years, and the othe: 
contributors include Sir Kingsley Wood on the 
March to Health, Mr. John Rowland on Welsh 
Services, Lord Stanhope on Health and Home, Lord 
Baden-Powell on Aims of Scout and Guide Move- 
ments, Prof. Ernest Barker, D.Litt., on Community 
Centres, Sir Lawrence Chubb on Playing Fields, Mr. 
Alexander Paterson on Clubs for Boys, Colonel G. N. 
Dyer on Mental and Physical Training in the Defence 
Services, Miss Prunella Stack on Physical Culture for 
Women, Lady Eleanor Keane on Girls’ Clubs, Lord 
Aberdare on Building a Healthier Nation, Sir Iain 
Colquhoun of Luss on Scottish Plans, Sir Laurence 
Brock on Mental Health, Lord Balfour of Burleigh 
on Houses and Homes, Sir Hugh Jeudwine on Duty 
and Discipline, Mr. Robert R. Hyde on the Health 
of the Worker, Mr. W. W. Vaughan on Sound 
Citizenship, Mr. Henry Lesser on National Health 
Insurance, and Mr. Douglas Kennedy on Dancing 
for Joy. 
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health. A descriptive account of the public analyat’ 8 
work circulated to the visitors at the opening traces 
attention to adulteration back to THE LANCET Sanitary 
Commission in the middle of the last century and 
records the remarkable fact that “ of all the ports in 
the country Southwark imports the second largest 
quantity of foodstuffs per year. 

The borough council have wisely decided that the 
building shall have a pleasing appearance and by the 


° brightne ‘ss of its interior give a cheery welcome, 80 


that the inhabitants may be encourage d to make full 





The Southwark health centre. 


use of an institution devoted to the improvement of 
their health. 


‘* Before School Age’”’ 


The London Council of Social Service, which aims 
at examining the adequacy of the social services of 
the metropolis, has devoted its first surve y to the 
provision made for children under school age, and the 
results of the inquiry are embodied in a re port obt: a4 
able from the Council at 7, Bayley-street, W.C. 
The service investigated is that normally required < 
little children simply en account of their age and 
condition, apart from defect, sickness, or casualty, 
the principal activities conc erned being maternity 
and child welfare centres, nursery schools, day 
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nurseries, and the service of health visitors in the 
homes. Most of the welfare work for young children 
had its origin in voluntary effort, and voluntary 
agencies still take a prominent part in carrying it on, 
in partnership of one sort or another with public 
authorities. 

Up to a point, the facts disclosed by the investi- 
gation must be considered satisfactory. The health 
of children has undoubtedly improved in recent years, 
and it is only fair to give some of the credit to the 
increased social services. Over the whole London 
area health visitors are at work in the homes and a 
network of welfare centres provides medical advice 
and minor treatment. Nearly all boroughs supply 
cheap milk for needy cases, and in 22 out of 29 
boroughs day nurseries exist where mothers may 
leave their children while they are out at work. 
A less satisfactory situation appears when the various 
boroughs are compared. Bethnal Green, with an 
estimated child population of 8266, has only two 
child welfare centres, whereas Bermondsey has eleven 
and Camberwell ten for child populations of 11,388 
and 15,812 respectively. The number of nursery 
schools is obviously inadequate, the total in the whole 
London area being nineteen, of which sixteen are 
voluntary and three established by the London 
County Council. The disturbing facts came to light 
that, apart from dental cases, 13-8 per cent. of school 
entrants required immediate medical treatment, 
affections of ear, nose, and throat being the com- 
monest complaints, while more than 9 per cent. 
needed treatment for severe dental decay. The 


CONTINUITY IN ORTHOPADICS 
To the Editor of THe LANCET 

Sir,—In your leading article of Sept. llth you 
discussed certain difficulties I had found in my 
work at the Willesden Orthopedic Centre. Mr. 
Tippett admits he has not read my report on the 
work at this centre and this is unimportant since 
your references to it are strictly accurate ; but it is 
unfortunate that he has not read your leading article 
with more care. He says that “one cannot keep 
every patient under supervision indefinitely.’ Quite 
true—but what I said was ‘that in a small group of 
cases observation should be continued long after 
completion of treatment.” I had thought this so 
obvious that only one supporting example was 
given; but since it is remotely possible that Mr. 
Tippett may not be alone in opposing this recom- 
mendation, it might be wise to deal at length with 
the various groups of cases in which prolonged 
observation is of value. They are as follows: con- 
ditions in which late relapse may occur—e.g., joint 
tuberculosis ; conditions in which there may have to 
be a long delay before operative treatment can be 
undertaken—e.g., stabilising operation for infantile 
paralysis ; cases in which a comparatively new form 
of treatment has been employed, the value of which 
has not yet been accurately assessed—e.g., synovec- 
tomy for chronic arthritis; and diseases in which 
knowledge of the natural history is still fragmentary 
—e.g., dyschondroplasia. In practice, the total 
number of cases involved is not great, but for all but 
the surgeon who regards his patients merely as birds 
of-passage, most important. 

Few of us feel as confident as does Mr. Tippett 
about the end-results of treatment of congenital 
dislocation of the hip, and I should like to know the 
facts on which he bases his opinions. It is, I suppose, 
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position seems to be either that facilities for pre-school 
children in London are inadequate or that insufficient 
use is made of them. It was not possible to obtain 
statistics of attendance at welfare centres in the 
various age-groups, though it was evident that the 
service is more freely used by children under one year 
than later. While it is obviously not easy for a mother 
burdened with home and family cares to attend 
regularly at a centre, such a mother is precisely the 
one who needs the help and education which the 
centres provide, and all efforts should be made to 
adapt the service to her requirements. 

The Council suggests that the first means of 
improving the service for London children should be 
to concentrate the whole system under one authority 

the London County Council. At present the 
education authority is responsible for the provision 
and assistance of nursery schools, while the other 
services are in the hands of the borough councils, an 
arrangement that tends to interfere with continuity 
of medical service. A uniform policy for London as 
a whole would, the writers of the report believe, raise 
the standard in backward areas, remove the danger 
of overlapping, and facilitate the keeping of com- 
parable records throughout the county. The report 
further recommends an increase in the number of 
health visitors, and suggests that improvement in the 
distribution, convenience, and attractiveness of welfare 
centres and a uniform nutrition service in the shape 
of milk for young children might overcome the 
reluctance of parents to avail themselves fully of the 
advantages offered. 


too much to expect that he will help us by publishing 
any extensive series of cases since, on his own 
showing, he has no use for follow-up work. 

To suggest that prolonged observation of cases is 
an admission that a surgeon is afraid to commit 
himself to saying that a patient is cured, or that 
nothing further can be done for him, shows lamentable 
lack of vision. What one says to the patient, and 
what one thinks about the purely surgical aspect of 
the case are not always the same thing. There are 
so many things about which we are not yet quite 
sure. At one time the late Mr. Trethowan taught 
and wrote that his reconstruction operation for 
Pott’s fracture gave splendid results, but prolonged 
observation showed that osteo-arthritis of the ankle 
almost always developed sooner or later and he was 
compelled to abandon the operation. One could 
multiply such examples almost endlessly. Con- 
versely, a condition that has been abandoned as 
incurable may suddenly come within the scope of 
some new form of treatment. An historic instance is 
Raynaud's disease. ’ 

Mr. Tippett believes that another factor destroying 
the value of follow-up work is that most of us try to 
gloss over our failures and are therefore incapable of 
assessing end-results without bias. There is a grain 
of truth in this, but I am sorry that this thought is 
uppermost in his mind. I may be a foolish optimist, 
but I have sufficient faith in my brethren to believe 
that we are slowly acquiring something of that 
scientific detachment so essential to the progress of 
medicine. And, thank heaven, it is not imcom- 
patible with regarding our patients as human beings 
and not merely as “ cases.”’ 

I am, Sir, yours faithfully, 
H. J. SEDDON. 


Royal National Orthopedic Hospital, Stanmore, 
Middlesex, Sept. 27th 
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ARSENICAL INTOLERANCE AND THE 

TREATMENT OF TRICHOMONAS VAGINALIS 
INFECTION 

To the Editor of Tur LANCET 


Simr,—In your issue of Sept. 
Campbell reported a case in which a generalised 
exfoliative dermatitis followed the treatment of a 
Trichomonas vaginalis infection of the vagina with 
the pentavalent arsenical compound acetphenarsine 
Stovarsol. A patient treated at the St. Mary’s 
Hospital venereal diseases clinic a short time ago 
exhibited a similar toxic eruption, and this case, too, 
may be of interest. 


Isth Dr. C. G. H. 


The patient, aged 30, was treated for chronic vaginitis 
with Stovarsol vaginal compound. Two of the 4-grain 
tablets were inserted into the vagina every night for a 
fortnight, after which the dosage was reduced to one 
tablet every night. Seven weeks after treatment had 
begun, the patient appeared at the clinic with a severe 
and irritating papulosquamous dermatitis affecting the 
face, neck, trunk, and limbs, as in Dr. Campbell’s case, 
The stovarsol was stopped and the usual methods for 
elimination of arsenic employed, together with a fat-free 
diet and a sedative lotion for local application to the 
eruption. A fortnight later the condition of the skin had 
cleared, recovery being uneventful. ; 

This case differs from Dr. Campbell’s in that there 
had been no previous arsenical treatment and that 
the eruption appeared a considerable period after 
treatment had commenced ; also recovery was rapid 
once the administration of the stovarsol had ceased. 
Apparently, therefore, this patient was not hyper- 
sensitive to the pentavalent arsenic but suffered from 
the products of absorption. It is the practice at this 
clinic to instruct patients to use a vaginal douche 
every morning during treatment with the stovarsol 
preparation. This particular patient lived in the 
country and also had not the privacy to carry out 
these instructions. Hence there must 
continuous absorption of arsenic 
during the seven weeks. The pre- : 
paration is used a great deal in 
the St. Mary’s Hospital clinie and 
this is the only case of its kind 
in the last eighteen months. I 
think it is reasonable to assume 
that cases showing such a reaction 
have been avoided by the routine 
of stovarsol tablets being used at 
night, followed by a cleansing 
douche in the morning with no 
insertion of tablets again till the 
night. 

Dr. Campbell writes only of a 
hypersensitive patient, and one 
whose hypersensitivity had possibly 
been increased by the previous administration of 
arsenic. The case I have outlined suggests that his 
warning about the use of this kind of drug and its 
possible toxic effects applies also to the non-hyper- 
sensitive patient, In addition it may point to the 
fact that routine treatment, as described, minimises 
any such likely effects and enhances the value of 
this extremely efficient preparation. 

It is with the kind permission of Dr. McElligott, 
director of the venereal diseases clinic, St. Mary’s 
Hospital, London, that I am able to_ report 
this case. 

I am, Sir, yours faithfully, 
M. C. W. Lone, 
Clinical Assistant, Venereal Diseases Clinic, 
27th. St. Mary’s Hospital, W. 


have been 


Sept. 
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PROTAMINE INSULIN 
To the Editor of Tuk LANCET 


Sir,—In response to a demand from users ot 
protamine insulin (with zinc) for a preparation of 
higher unit value than the 40 units per ¢.cm., the 
four British firms engaged in its manufacture (Allen 
and Hanburys Ltd., Boots Pure Drug Co., Ltd., 
The British Drug Houses Ltd., and Burroughs 
Wellcome and Co.) have now made available a 
suspension containing 80 units per ec.cm. This 
preparation is issued in one size only—i.e., 5 ¢.cm. 
vials containing 400 units (80 units per c.cm.). The 
original preparation containing 40 units* per c¢.cm. 
will continue to be issued as at present in 5 ¢.cm., 
and 10 ¢.em, vials. 

We are, Sir, yours faithfully, 
ALLEN AND HANBURYS LTD., 
Boots Pure Drue Co., LTD., 
Tue British DruG Houses Lip. 
BuRROUGHS WELLCOME AND Co. 


Sept. 24th. 
(ZESTRIN IN TREATMENT OF CUSHING’S 
SYNDROME 
To the Editor of Tue LANCET 
Sir,—Dr. Morton Gill’s statements in your issue 


of Sept. 4th seem to me disputable, and I would 
like to comment on them further. ° 

(1) Dr. Gill was unable to reduce the raised blood 
pressure or the obesity in cases of Cushing’s syndrome 
by administration of Progynon B. I have stated that 
progynon B therapy, if administered intensively and 
for a longer period than he used, will reduce both 
the systolic pressure and the obesity. This is illus- 
trated by the following case :— 

The patient was a woman aged 37, with hypertension 
and regional obesity. The accompanying photographs 
show her facial appearance before therapy (left), after 





five months’ administration of progynon B (centre), and 
after another five months’ treatment with progynon B 
and proluton (right). (The scars and telangiectases were 
the result of X ray irradiation for facial hypertrichosis.) 
The improved appearance of the skin as well as the dis- 
appearance of the plethoric obesity of the face is apparent. 
Without diet regulation this patient lost 20 lb., and the 
systolic pressure was reduced from 158 mm. of mercury 
to 120 mm. 


(2) I have not found it difficult to decide when 
menses should be occurring in cases of Cushing’s 
syndrome with amenorrhea or irregularity of men- 
struation. The recurrence or the exacerbations of 
the headaches are informative. When ovulation 
should occur the less severe headaches appear or 
the existing headache exacerbates for a short period, 
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and at the time seneiaianaiitiies to + ie premenstrual 
period the severe headaches appear or the previously 
existing headache is intensified and persists for one 
or more days. At the premenstrual period the 
breasts become painful or sensitive and show evidence 
of ductal or acinal infiltration with or without mass 
formation ; or vaginal reaction may occur in the 
form of a discharge or pruritus ; or fluid is retained 
and weight accordingly increases. By study and 
correlation of these symptoms and other premenstrual 
phenomena one is able, in most instances, to estimate 
the approximate time at which endocrine activities 
are attempting to bring about a menstrual flow. The 
case of the woman of 28 with Cushing’s syndrome 
unsuccessfully treated by X rays (as mentioned in 
my letter of August 7th and reported in the American 
Journal of Obstetrics and Gynecology, 1935, 30, 186, 
Case 5) is one in which the above therapeutic theory 
has been applied. 

Regular menstrual cycles have been induced by the 
administration of progynon Band proluton after the method 
of Kauffmann. She also is maintained under symptomatic 
control while in the amenorrheic state. This patient’s 
last menstruation was in July, 1936. In March, 1937, 
a Friedman test was negative. In late July, 1937, the 
physical examination and the roentgenogram demonstrated 
a six months’ pregnancy. During the past four months 
the dosage of progynon B required to keep her in good 
condition has been extremely low. Apparently the high 
cestrin values, known to be associated with pregnancy, 
permitted this reduction of administration of progynon B. 
Others have reported, and we have observed, cases of 
migraine which were relieved during the period of preg- 
nancy. The above cases and many others encourage 
me to believe in maintaining dosage on a cyclic basis. 

(3) It is acknowledged that it is often very difficult 
to differentiate between Cushing’s syndrome and the 
adrenogenital syndrome, and under such circum- 
stances opinions will differ. It might even be said 
that the pathology of cortical hyperfunction is in a 
semi-fluid state. 

(4) This is conceded and our 
as to the reduction in cost of cestrin substances are 
those of Dr. Gill. The same economic condition and 
the same thought is applicable in Addison’s disease. 

May I reiterate that the opinions I expressed were 
not those of criticism of Dr. Gill’s therapy, results, 
or conclusions. They were expressed for the sole 
purpose of encouraging and advocating continuance 
of progynon B therapy in any instance where the 
supply available permits prolonged administration 
of progynon B or of progynon B and proluton. 

I am, Sir, yours faithfully, 
CHARLES W. 


CHILDREN 
LANCET 


wishes and desires 


Philadelphia, DUNN. 
NASAL SINUSITIS IN 


To the Editor of Tue 


Sept. 15th. 


SIR,- 
last week’s issue. May I, however, point out your 
misconstruction of one part in regard to openings in 
the antra? I do not recommend removal of the 
tonsils for primary infection in the antra ; neither do 
I recommend making drainage in the antra (1) because, 
as I pointed out, they close in three months, and 
(2) for a far more important reason which I showed 
in the paper—viz., that an ordinary puncture (mean- 
ing with a fine needle) and lavage is sufficient to 
allow the antrum to return to normal in every respect. 
In cases operated on poor and sometimes extremely 
bad results were experienced. Many American 
surgeons drain antra surgically, in children, for the 
least infection.—I am, Sir, yours faithfully, 

J. Ivor GRIFFITHS, 
28th. 


I thank you for your leader on my paper in 


Upper Wimpole-street, W., Sept. 


NASAL SINUSITIS IN CHILDREN 


[oc 7. 2, 1037 


To the Editor of Tuk LANCET 

Sir,—The importance of 
siriuses in children, so convincingly described by Mr. 
Ivor Griffiths and your leading article of Sept. 25th, 
may be illustrated from another angle—namely, its 
prevalence in routine post-mortems in children. 
Some three years ago Sir Hubert Bond, speaking to 
me of the work of Drs. Graves and Pickworth at 
Rubery Hill, Birmingham, said that there was a lack 
of post-mortem observations on the accessory nasal 
sinuses amongst the general population with which 
their work could be compared, and asked me if I 
could supply them. Since then it has been our 
practice at the Radcliffe Infirmary to examine the 
naked-eye condition of the sinuses in all post-mortems, 
and out of over 600 of which we have records 83 are 
in children of twelve or below. Of these, 34 had no 
gross disease of any accessory nasal sinus, including 
the middle ears. Forty-nine, or 59 per cent., had 
infections, acute or chrenic, of one or more accessory 
nasal sinuses, including the middle ears. The 
diagnosis in these 49 may be subdivided as 
follows : 


the nasal accessory 


cases 


(1) Direct effects of sepsis of the accessory nasal sinuses. 
Meningitis wit -~ Empyema 
Mastoiditis sm a a Cerebritis 
Septicemia 1 Diabetic coma 
Temporo- sphenoida l 

abscess ‘ 


(2) Generalised infective Seen 
accessory sinuses. 

Pneumonia ee - & 

Diphtheria a i 


accompanied by sepsis of the 
Bronchitis ee vo * 
Measles .. 1 
(3) Nervous effects probably attributable to sepsis a the acces- 
sory nasal sinuses 
Sick attacks .. ws 3 Convulsions 
deficiency ) 


(mental 


(4) Remote infective disease 
Pelvic abscess .. es | Rheumatie endocarditis 

(5) Unconnected . 
Accidental death 
Anwsthetic deaths 
Acute bulbar palsy 


Hirschsprung’s disease 
(Esophageal! stricture 
Anwtmia 


Fifteen children (18 per cent.) died of meningitis. 
The meningitis originated in the middle ear in 8 
and in the nasal sinuses in 5, and in both ears and 
nose in 2. The infection in 1 case of influenzal 
meningitis originated in the right sphenoidal sinus, 
and of 3 cases of pneumococcal meningitis all originated 
in ‘the middle ear ; one was also infected in the right 
antrum. There was no case of meningitis in the 
uninfected group except one of tuberculous meningitis. 

Of the 4 anxsthetic deaths in the infected group 
one had been operated upon for a trivial condition 
of the foot, a second with inflammatory serous fluid 
in both antra died of haemorrhage from the tonsillar 
bed, a third who died after tonsillectomy had pus in 
the right antrum, bearing out Mr. Ivor Griffiths’s 
contention. The fourth with pus in both antra died 
following an incision into*the swollen glands of the 
neck. 

These figures show the prevalence of infection of 
the sinuses amongst the hospital population in 
children in the Oxford district. It is generally held 
that nasal catarrh is more prevalent than, for 
instance, in London, but in the absence of com- 
parable data it is not easy to be sure. The prevalence 
in the general hospital population at all ages as 
determined by our records gives 33 per cent. as 
compared with 59 per cent. in children. The figures 
also show that nasal accessory sinusitis is a cause of 
acute meningitis in children in a little over half the 
number of those caused by middle-ear disease. 

I am, Sir, yours faithfully, 
28th. A. G. 


Oxford, Sept. GIBSON. 
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MEDICAL NEWS| 


University of Leeds 


At recent examinations the following candidates were 

successful : 
M.D. 

J. H. Crawford, R. 8. Illingworth, I. Macpherson, N. W. 

Roberts, and P. Science 
FINAL EXAMINATION FOR THE M.B., CH.B 

Part I.—J. R. Acfield, A. B. Dick, C. A. Everatt, A. F. A 
Fairweather, D. G. Huntly, J. Jackson, H:. Levine, Marjorie 
Marquis, Jean Middlemiss, C. T. Roberts, C. R. Robson, Dorothy 
E. Rowling, J. L. Sharp, J. P. Watson, and H. D. Whiteley 

Part II.—N. Baster, Eileen M. Bateson, Joan M. Bateson, 
R. Cargill, H. Cohen, S. P. H. Fergus, K. M. Fox, 8. Levy, 
L. Roberts, I. Smith, and F. W. Wigglesworth 

Part III.—K. B. Aske, N. Baster, Eileen M. Bateson, Joan M. 
Bateson, R. Cargill, H. Cohen, S. P. H. Fergus, K. M. Fox, 
V. P. Geoghegan, S. Levy, L. Roberts, H. Silverman, I. Smith, 
Mary Townend, and F. W. Wigglesworth 


L.D.S. 
M. Barrett, W. G. Dunning, J. B. Hanson, G. F. Minshull, 
R. 8. Raistrick, and W. Woodhead 


D.P.M. 
Margaret C. Campbell, Gwendoline D. Knight, and H. Shaffer. 
D.P.H. 
F. C. Hyland 
The West Riding Panel Practitioners prize and the 
William Hey gold medal have been awarded to J. A. 
Rhind. 


University of Glasgow 
Dr. P. Bacsich has been appointed lecturer in human 
embryology and histology. 


University of Sheffield 

During October, November, and December post- 
graduate clinics will be held at the Royal Infirmary, the 
Royal Hospital, and the Jessop Hospital on Sundays and 
Fridays. Further particulars may be had from the secre- 
tary of the clinical medical studies committee, The 
University, Sheffield, 10. 
University of Durham 

On Friday, Oct. 8th, at 4.15 p.m. at the medical school, 
Northumberland-road, Newcastle-upon-Tyne, Lord Eustace 
Percy, rector of the new King’s College, which embodies 
the Armstrong College and the School of Medicine, will 
deliver the inaugural address of the winter session. He 
will speak on Medicine and Government. 


Diseases Caused by Brucellz 

In January next under the title of Archives Interna- 
tionales des Brucelloses there will appear the first number 
of a new journal which it is hoped will prove useful to 
all who are working on the problems of human and animal 
brucellosis. Those who are interested should communicate 
with the managing editor, Dr. Jos. Jullien, Joyeuise, 
Ardéche, France. 
Lectures on Homeopathy 

On Friday, Oct. 8th, at 5 p.m., at B.M.A. House, Tavi- 
stock-square, London, W.C., Dr. C. E. Wheeler will give 
a lecture on homceopathy entitled One Hundred Years of 
a Heresy. This lecture will form an introduction to the 
winter session of the London Homeopathic Hospital. 
On Fridays at 5 p.m., beginning on Oct. 15th as part of this 
session’s work, Sir John Weir will deliver ten Compton- 
Burnett lectures on homceopathic philosophy and prescrib- 
ing. These lectures will take place at the hospital, Great 
Ormond-street, W.C. . 


Tavistock Clinic 

A special course on the psychology of crime is to be 
provided for magistrates at the Tavistock clinic, Malet- 
place, W.C. It will begin on Oct. 5th, and will include 
lectures on the delinquent effects of poverty, unemploy- 
ment, wrong discipline and other social ills, and of such 
physical conditions as epilepsy, encephalitis, toxaemias, 
and endocrine disturbance. The psychological origin of 
stealing, violence, and sex offences, and certain problems 
of illegitimacy, adoption, and drunkenness will also be 
discussed, and recent research into the treatment and 
disposal of delinquents will be described. Examples of 
how crime can be produced by mental conflict will be 
demonstrated. The course may also be attended by 
barristers and solicitors, 
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Central London Throat, Nose, and Ear Hospital 

On Friday, Oct. 8th, at 4 p.m., Sir StClair Thomson 
will deliver the annual address to this hospital. His 
subject is subglottic intrinsic cancer of the larynx. 
Westminster Child Welfare Centre 

The Queen has consented to open on Nov. 25th this 
new maternity and child welfare centre, which is being 
established by the Westminster city council. 


British Institute of Philosophy 

On Tuesday, Oct. 12th, at 8.15 p.m., at University 
College, Gower-street, London, W.C., Dr. William Brown 
will address this society on modern psychology and reli- 
gion. Cards of admission may be obtained from the 
director of studies at University Hall, 14, Gordon-square, 
London, W.C.1. 


Demonstrations of Contraceptive Technique 

On Thursday, Oct. 7th, at 2.30 P.m., a practical demon- 
stration of the technique of the use of a variety of contra- 
ceptive methods will be given by Mrs. Marie Stopes, 
D.Se., and Dr. Evelyn Fisher. Medical practitioners and 
senior students should apply for tickets to the hon. secre- 
tary of the C.B.C. Clinic, 108, Whitfield-street, London, W.1. 


Welsh National School of Medicine 

The opening address for the new session of this school 
will be given at the Institute of Physiology, Newport- 
road, Cardiff, by Sir Joseph Barcroft, F.R.S., emeritus 
professor of physiology in the University of Cambridge, 
on Friday, Oct. 8th, at 5 P.mM., when he will speak on 
physical unfitness. 


British Postgraduate Medical School 

To-day, Friday, Oct. 8th, at 2.30 P.m., the autumn 
series of post-graduate lectures will be opened by Mr. 
V. E. Negus, who will give the first of three weekly lectures 
on endoscopic methods of examination. On Oct. 5th, at 
4.30 p.m., Sir Arthur Hall will begin a course of lectures 
on meningitis and encephalitis, and on Oct. 6th, at 4.30, 
Mr. A. Bradford Hill, D.Sec., will give the first of six 
lectures on the planning and interpretation of experiments 
in medicine. Fifteen lectures on present-day obstetrics 
have also been arranged and will be held on Thursdays at 
3.30 p.m. The first lecture will be given on Oct. 7th by 
Dame Louise McIlroy, and other lecturers and their sub- 
jects will be announced in our weekly Medical Diary. 
The lectures are intended for students of the school, but 
a limited number of tickets are available, without fee, to 
medical practitioners, and may be had from the dean of 
the school, Ducane-road, London, W.12. 


Chadwick Public Lectures 

The autumn programme of the twenty-fifth annual 
series of Chadwick public lectures will be opened on 
Friday, Oct. 8th, at Gateshead by Miss Zoé Puxley, chief 
public health officer of the Ministry of Health, who will 
speak on building up a fitter Britain. On Thursday, 
Oct. 14th, at 5.30 P.m., Prof. W. A. Osborne, dean of the 
faculty of medicine in the University of Melbourne, as 
the representative of Australia, will give the second 
lecture in the dominion series, the first of which was given 
by Prof. Fitzgerald for Canada in May. He will speak 
on the study of nutrition. The Malcolm Morris memorial 
lecture will be delivered on Tuesday, Nov. 2nd, at 5.30 P.M. 
by Dr. J. M. H. McLeod, who will speak on leprosy in 
Great Britain at the present time. At 5.15 p.m. on Tues- 
day, Nov. 16th, the third dominion lecture will be given 
by Dr. Bernard Myers representing the land of his birth, 
New Zealand. His subject will be the promotion of health 
in the Empire citizen. These three lectures will be held 
at Manson House, 26, Portland-place, London, W. On 
Tuesday, Dee. 7th, at 5.15 p.m., at the London School 
of Hygiene, Dr. William Butler, formerly a senior medical 
officer of the London County Council, will speak on the 
Thames estuary and the problem of sewage disposal of 
Greater London. Admission to all the lectures is free and 
no tickets are required. Further information may be 
had from the secretary at the offices of the trust, 204, 
Abbey House, Westminster. 
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Sir Henry Royce Research Fellowship 

Applications are invited for this fellowship for research 
on the nature, prevention, and cure of either the common 
eold or influenza. It is of the annual value of £500, and 
is tenable for three years. Applications should be sent 
to the registrar, The University, Manchester, 13, before 


Oct. 13th. 


Research into Rheumatic Disease 

Applications are invited by the Empire Rheumatism 
Council for two fellowships for research into the causation 
and pathology of rheumatic disease. The fellowships, 
which are tenable for seven years, carry an annual salary 
of £750, and laboratory facilities in London will be pro- 
vided. Applications should reach the secretary of the 
council, 1, Mitre Court Buildings, Temple, London, E.C.4, 
before Nov. 15th. 
A Library of Psycho-analysis 

In October of last year we described a proposal for a 
memorial to Dr. David Eder. In recognition of his place 
in the history of psycho-analysis and his services to 
Zionism it was suggested that a library should be established 
in his name at the Hebrew University, Jerusalem, and his 
widow presented his own collection’ of books as nucleus. 
The library has now been transferred to the Jewish 
National and University Library and is said to include an 
almost complete series of the more important psycho- 
analytical periodicals in English, French and German, and 
250 books on psycho-analysis and general and social 
psychology. Dr. Ernest Jones and other friends have 
formed a circle which will endeavour to enlarge the 
collection, and the Jewish National and University Library 
will coéperate by paying special attention to the comple- 
tion of important psychological journals. 
Congresses in Ziirich 


The fifth International Congress for Experimental 
Cytology will be held in Ziurich, Switzerland, from 
August 7th to 12th, 1938. The following subjects have 


been selected for discussion: epithelium in culture and 
in the organism ; structure of chromosomes ; mechanism 
of mitosis; cancer cells and normal cells; experimental 
research on cytology and viruses; ultrastructure of the 
protoplasm and its products; and chemistry of the cell. 
Further information may be had from Dr. Harald Okkels, 
Institute for Patholdgical Anatomy University of 
Copenhagen. 

The sixteenth International 
will also be held in Zirich from 
and the International 
August 2Ist to 25th. 


Medical Dies 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Oct. 5th. 

Orthopedics. 5.30 P.M. (Cases at 4.30 Pp.M.), Mr. A. 
Rocyn Jones: Some Remarks on the Evolution of 
Orthopedic Surgery in England. (Presidential address.) 
Cases: Mr. Norman Capener: 1. Congenital Coxa 
Vara. 2. ? Osteochondritis Acetabuli. 

WEDNESDAY. 

History of Medicine. 5 P.M. Dr. A. P. Cawadias: 

hippocratism. (Presidential address.) 
FRIDAY. 
Clinical. 5.30 P.M. 


Physiological Congress 
August l4th to 18th, 
Veterinarian Congress from 


Neo- 


(Cases at 4.30 p.m.) Mr. Kenneth 
Heritage: 1. Suprasellar Arachnoid Cyst. Mr. W. G. 
Gill: 2. Diaphysial Aclasis. Dr. R. W. B. Ellis: 
3. Precocious Puberty in a Female Infant. Dr. T. C 
Hunt: 4. Case for Diagnosis. Dr. Ernest Fletcher 
5. Case for Diagnosis. ? Osteochondritis. 6. Rheumatic 
Fever. Dr. Gerald Slot and Dr. G. 8. Caithness: 
7. Chronic Splenomegaly. 
Ophthalmology. 8.30 P.M. 
Harrison Butler 
Lenticonus Posticus. 
WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY, Oct. 8th.—8.30 P.M. (West London Hospital), 
po D. G. Rice-Oxley: Health and Exercise. (Presi- 
ential address.) 
BIOC HEMIC AL SOCIETY. 
SATURDAY, Oct. 9th.—2.30 P.M. (Biochemical Laboratory, 
Cambridge), Communications and Demonstrations. 


(Cases at 8 P.M.) Dr. T. 
Demonstration of Drawings of 
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LONDON JEWISH HOSPITAL MEDICAL SOCIETY 
SunDAY, Oct. 3rd.—9 P.M. (5, Addison-road, W.) 
Samson Wright: Some Jewish Physiologists 
dential address.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
EUROPEAN CONGRESS OF STRUCTIVE (PLASTIC) 
SURGERY. 

WEDNESDAY, Oct. 6th, and THURSDAY (1, Wimpole-street, 
W.), Discussions on Free Skin Grafts, Nasal Contour 
Restoration, and ae Procedures 

UNIVERSITY OF LOND¢ 

MonpDay, Oct. 4th, Tu Seats and THURSDAY.—5.30 P.M. 
(London School of Hygiene, Keppel-street, W.C.), Dr 
Georg Wolff: Social and Geographical Pathology of 
Cancer and Tuberculosis 

BRITISH POSTGRADUATE MEDICAL SCHOOL, 
road, W 

TUESDAY, Oct. 5th.—4.30 P.M., Hall: 
gitis and Encephalitis 

WEDNESDAY Noon, clinical and pathological conference 
(medical). 3 P.M., clinical and pathological conference 
(surgical) 4.30 PMm., Dr. A. Bradford Hill: The 
Planning and Interpretation of Experiments in 
Medicine 

THURSDAY 2.15 pM., Dr. Duncan White; radiological 
conference 3.P.M., operative obstetrics 3.30 P.M., 
Dame Louise McIlroy : Antenatal Care 

FRIDAY.—2.30 P.M., Mr. V. E. Negus: Endoscopic Methods 
of Examination 3 P.M., clinical and pathological 
conference (obstetrical and gynecological) 

Daily, 10 a.m., to 4 P.M., medical clinics, surgical clinics 
and operations, obstetrical and gynecological clinics 
and operations 

WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 
Hammersmith, W. 

MonpbDay, Oct. 4th.—10 a.m., Dr. Post: X Ray Film 
Demonstration, skin clinic 11 A.M., surgical wards 
2 P.M., operations, surgical and gynecological wards, 
medical, surgical, and gyneecological clinics. 4.15 P.M., 
Mr. Arnold Walker Congenital Abnormalities of 
Uterus and Vagina. 

TUESDAY.—10 a.M., medical 


Prof. 
(Presi- 


Ducane- 


Sir Arthur Menin- 


wards 11 A.M., surgical 
wards. 2 P.M., operations, medical, surgical, and 
throat clinics. 4.15 P.M., Dr. Konstam: Functional 
Disorders of the Circulatory System 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 A.M, 
medical wards 2 PM., gynecological operations, 
medical, surgical, and eye clinics 

THURSDAY.—10 a.M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, genito-urinary, and eye clinics 

FRIDAY.—10 A.M., medical wards, skin clinic Noon, 
lecture on treatment 2 P.M., operations, medical, 
surgical, and throat clinics. 4.15 P.M., Mr. Sinclair: 
Surgery of the Gall-bladder. 

SATURDAY.—10 a.M., children’s and surgical clinics. 
medical wards 

The lectures at 4.15 P.M. are open to all medical practitioners 


without fee. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

Monpbay, Oct. 4th, to SaTURDAY, Oct. 9th.—-NATIONAL 
HOSPITAL FOR DISEASES OF THE HEART, Westmore- 
land-street, W. All-day course in cardiology.— 
METROPOLITAN GENERAL HospiTaL, Kingsland-road, 
E. All-day “refresher ”’ course in medicine, surgery, 
and the specialities —StT. JoHN’s HosprTaL, Lisle- 
street, W.C. Afternoon course in dermatology.— 
PRESTON HALL, near Maidstone, Kent. Sat., M.R.C.P. 
demonstration on pulmonary tuberculosis.—Courses 
are open only to members of the fellowship 

a + rie SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


11 A.M., 


Vic ESDAY, Oct. 5th—5 P.M., Dr. W. Griffith: Eczema 
(Chesterfield lect ure.) 
THURSDAY.—5 P.M., Dr. M. Sydney Thomson: Animal 


Diseases Communicable to Man. (Chesterfield lecture.) 
CENTRAL LONDON HOSPITAL FOR DISEASES OF THE 
THROAT, NOSE, AND EAR, Gray’s Inn-road, W.-C 
MonpbDay, Oct. 4th, to SATURDAY, Oct. 9th.—Course in 
Anatomy and Physiology for Part I of the D.L.O 
Examination by Mr. E. P. Stibbe. 
—— —4 P.M., Sir StClair Thomson : Subglottic Intrinsic 
Cancer of the Larynx. ¢(Annual address.) 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 
Ce 


THURSDAY, Oct. 7th.—2 p.m., Dr. D. N. Nabarro: Incidence 
of a and Bovine Tubercle in Childhood. 3 P.M., 
Dr. W. G. Wyllie: The Lymphatics of the Chest and 
y «a Ag in Relation to Tuberculosis. 

Out- iro clinics daily at 10 a.M. and ward visits at 
2 


UNIVE! iSITY COLLEGE HOSPITAL, W.C. 
THURSDAY, Oct. 7th.—-10 am., Dr. Arthur Wesson: 
Sciatica. 11 aA.M., Dr. W. Moodie: Demonstration of 
Cases. Noon, Dr. E. A. Blake Pritchard: Diseases of 
the Hind-brain. 2 p.m., Mr. Clifford White: Sterility 
2.30 p.m., Dr. R. W. A. Salmond: Demonstration of 
Radiology in Obstetrics. 3 P.m., Mr. J. L. Dudley 
Buxton: Some Aspects of Dental Surgery of Interest 
to the Medical Practitioner. 4 P.M., Mr. 8. C. Suggit : 
The Audiometer and Investigation of Deafness 
Fripay.—10 a.m., Dr. Kenneth Harris: Heart Disease in 
Pregnancy. 11.30 a.m., Mr. Gwynne Williams: Intes- 
tinal Obstructions. 12.30 p.m., Mr. C. W. Flemming 
and Dr. Andrew Morland: Bronchiactasis. 2 P.M., 
Dr. C. H. Miller: Demonstration of Cases. 2.45 P.M., 
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Mrs. Gwen Hilton: The Response to Radiotherapy Dental Clinic, : Alfred- siiaiaa W.C.—Hon. Dental Surgeon. 
of Certain Diseases of Bone. 3.30 P.m., Mr. A. J. Dover, Royai Picton Tosp.—Sen. and Jun. H.S., at rate of 
Gardham; Present-day Treatment of Carcinoma of £150 and £120 respectively. 
the Mouth and Tongue. 4.15 P.M., Mr. C. D. Shapland : Durham County Council.—Education Dept.: Asst. School 
Demonstrations on Retinal Detachments Cured by M.O., £500. 

Diathermy, and Fundus Conditions of Interest to the Ealing, King Edward Memorial Hosp.—H.S8. to Spec. Depts., 


General Practitioner 
These demonstrations are open only to old students of the 
hospital 
TAVISTOCK CLINIC, Malet-place, W.C 
THURSDAY, Oct 7th -8.30 P.m., Dr. 
Dermatological Neuroses. 
UNIVERSITY OF BIRMINGHAM 
TUESDAY, Oct. 5th 10.45 a.m. (General Hospital), Dr. E. 
Bulmer : Some New Methods of Treatment. 11.30 a.M., 
Mr. B. T. Rose: Recent Advancesin Surgery. 12.15 P.M. 
Mr. E. M. Woodman: Modern Treatment of Malignant 


W. J. O'Donovan: 


Disease of the Mouth and Upper Air Passages. 5 P.M. 
(Medical Theatre, The University), Prof. R. T. Leiper, 
~.8.: Inaugural address. 

WEDNESDAY.—10.45 A.M. (Queen’s Hospital), Dr. Brian 
Taylor: Treatment in some Chronic Pulmonary 
Diseases. 11.30 a.m., Mr. R. K. Debenham: Some 
Minor Surgical Procedures 12.15 P.M., Mr. Selby 


Tait : Pelvic Inflammation and Non-operative Methods 
of Treatment 
UNIVERSITY OF SHEFFIELD. 
SUNDAY, Oct. 3rd, and FRIDAY Post-graduate 
pe Royal Infirmary, the Royal Hospital, 
ssop Hospital 
MANC HESTER ROYAL INFIRMARY. 
FRIDAY, Oct. 8th.—4.15 p.M., Mr. H. H 


clinics at 
and the 


Rayner: Surgical 
Cases. 
LIVERPOOL 
square. 
WEDNESDAY, Oct. 6th—4.15 P.m., Dr. 8. 
Clinical Aspects of Medical Psychology. 
UNIVERSITY OF GLASGOW. 
TUESDAY, Oct. 5th.—4.30 P.M. (Tennent Memorial Building, 
Church-street), Dr. I. Chesar Michaelson : Diseases of 
the Central Nervous System. 


PSYCHIATRIC CLINIC, 1, Abercromby- 


Barton Hall: 


Appointments 

ABBoTT, E. KATHLEEN, M.B. N.Z., D.M.R., Radio-diagnostician 
at the Joint Radiological Department of the Bristol Royal 
Infirmary and the Bristol General Hospital. 

*BaTrersBY, JoHn, M.B. Glasg., D.P.H., Assistant Port Medical 
Officer for Live rpool. 


‘LAYTON, 8. G., M.B. Lond., F.R.C.S. Eng., 


¥ Registrar at the 
Queen Charlotte’s Maternity Hospital, 


London. 


GLucK, BERNARD, M.Ch. Dubl, F.R.C.S. Edin., D.O.M.S., 
Hon. Assistant Ophthalmic Surgeon to the Cardiff Royal 
Infirmary 

GoLpsmiTH, A. J. B., M.B.Lond., F.R.C.S. Eng., Assistant 
Surgeon - the C entral London ‘Ophthalmic Hospital 

Norris, F. J M.B. Aberd., Assistant School Medical Officer 
for Sunde ee 

PEEL, J. H., B.M. Oxon., F.R.C.S. Eng., M.C.0.G., Hon. Assis- 
tant Obstetric Physician and Gynecologist to the Princess 


Beatrice Hospital, London. 


Tuomas, E. W. P., M.D.Camb., Hon. Dermatologist to the 
National Fempqsapee Hospital, London. 
TRUEMAN, R.8., M.B. Lond., F.R.C.S. Edin., Resident Surgical 


Officer at the Beckett Hospital and Dispe nsary, Barnsley. 

Wapr, H. J., M.D. Manch., Assistant Medical Officer at the 
Out- -patient Departme nt of the Royal Manchester Children’s 
Hospital 





Vacancies 


For further information refer to the advertisement columns 
All Saints’ Hosp., Austral-street, S.E.—Res. H.S., at rate of £100. 
Army Dental Corps.—Commissions. 
Ashton-under-Lyne District Infirmary.—Cas 
Aylesbury, Royal Buckinghamshire Hosp.—Second Res 

rate of £150 
Bangor, Casrnarvonshire and 
£12 





H.S., £180. 
M.O., at 


Anglesey Infirmary.—Jun. H.S., 


Barking ( ‘orporation.—Res. M.O. for Upney (Maternity) Hosp., 
£350. 
Bedford County Hosp.—H.8., at rate of £155. 


Belgrave Hosp. for Children, Clapham-road, S.W.—Two H.P.’s 
and H.S., each at rate of £100. 
Birmingham, Canwell Hall Babies’ Hosp. 
£250. 

Birmingham, Selly Oak Hosp.—Radiologist, £800. 

Birmingham U niversity.—Lecturer in Bacteriology, &c., 

Bovey Tracey, Hawkmoor Sanatorium.—Res. Asst. M 
of £250 

Braintree, Black Notley Sanatorium.—Jun, Asst. M.O., £250. 

c ‘ambridge,, Addenbrooke's Hosp.—H.S8. to Spec. Depts., at rate 
of £13 

Cardiff, Kino Edward VII Welsh National Memorial Association. 

Asst. Res, M.O. for Sully Hosp., North Wales Sanatorium, 
and Glan Ely Hosp., each £200. 

Chelmsford and Essex Hosp.—H.5., at rate of £150. 

Chorley and District Hospital, Lancs.—H.S., at rate of £150. 

Colchester, Royal Eastern Counties Institution, d-c.—Med. Supt. 
for Branch at Bridge Home, £700 

Connaught Hosp., Walthamstow, E 


-Res. M.O., at rate of 





£400. 
-O., at rate 


Clin. Asst. to Ophth. 


Dept., 1 guinea per session 
Coventry and Warwickshire Hosp.—House Governor and Secre- 
tary, £700. 


* Subject to confirmation. 


at rate of £150. 

East Ham Memorial Hosp., 
Skin Dept. 

Empire Rheumatism Council, 1, Mitre Court Buildings, E.C.— 

wo Research Fellow ships, each £750. 

Fareham, Hants, Knowle Mental Hosp —Jun. 

Glasgow Eye Infirmary. —Clin. Asst., £30. 

Hampstead General and N.W. London Hosp., 
N.W.—H.S., at rate of £100. 
to Out- -patie nts 

Hertford, Haileybury College.—Res. M.O., £800. 

His Majesty’s Colonial Service.—Twelve M. 0.’s, £600—£700. 

Hosp. for Consumption and Diseases of the Chest, Brompton, 
S.W.—Res,. Surg. O., £150. Also Asst. Res. M.O. and 
three H.P.’s, at rate of £150 and £50 respectively. 

Hosp. for Women, eg W .—Surgeon for Out- eae 
om, Rd St. John and St, El a ag Grove End-road, N.W.— 
Clin. Asst. to X Ray Dept., 

Hostel of St. Luke, 14, Fitcrroy- av hncg Ww 
£200 

Hull Royal Infirmary.—Second H.P., s rate of £150. 

Ilford Borough.—Deputy M.O.H., £7 

a ces Vincent-square, Wealatuster, S.W.—Patho- 
ogis 

Invalid and ¢ ‘rippled ¢ ‘hildren’s Hosp., Balaam-street, Plaistow, E 
Hon. Anesthetist, 1 guinea per session. Also Hon 
Radiologist. 

Letcsdion o ity General Hosp.—Two Res. M.O.’s, each at rate of 

£30 


Shrewsbury-road, -.—Physician for 


Asst. M.O., £350. 


Haverstock Hill, 
Also Physician and Surgeon 


.—Res. M.O., at rate of 


poe ny City Mental Hosp., Humberstone.—Third Asst. Res. 
M.O., £350 

Lincoln County Hosp. -Jun. H.S., at rate of £150. 

Liverpool City Infectious Diseases Hosps.—Asst. Res. M.O., 


£250 

London Chest sew. Victoria Park, E.—H.P., at rate of £100. 

Cou nty Council.—Asst. M.O.’s, Grade I, £350. Asst. 

M.O.’s, Grade II, £250, Also two Temporary Divisional] 
M.O.’s, each £800. 

London Hosp.. E.—Two Hon. Asst. Dental Surgeons. 

Manchester, Christie Hosp. and Holt Radium Institute 
Cons. Dermatologist. 

Manchester, Crumpsall Hosp.—Consultant 
£250. 

Manchester, Lake Hosp, and Darnton House, Ashton-under-Lyne.— 
Sen. Res. M.O., at rate of £250, 

es. r, Park Hosp., Davyhulme.—Sen, Res. M.O., at rate 
o 

prem §. 5 "Royal Children’s Hosp., eamtars: —Asst. M.O. for 
Out-patients Dept., at rate of £15 


—Hon. 


Aurist, at rate of 


Manchester Royal Infirmary. —Res. M. 4 to Private Patients’ 
Home, £250. 

Manchester, Victoria University.—Sir Henry Royce Research 
Fellowship, £500 

a, ‘ Salford Hosp. for Skin Diseases.—H.S., at rate 
of £151 

Mansfield, Harlow Wood Orthopedic Hosp.—H_.S., at rate of £200 

Metropolitan Hosp., Kingsland-road, E.—Res. Sen. and Jun. 

’s and H.S.’s, each at rate of £100. 


Middlesex County Council. —Asst. M.O., £600. 

Miller General Hosp.,Greenwich-rd. ,S.E.— Asst. Radiologist ,£12 

Montrose Royal Asylum.—Physician Superintendent, £1200. 

National Temperance Hosp., Hampstead-road, N.W H.P., at 
rate of £100. 

Newcastle-upon-Tyne Hosp. for Sick Children. 
at rate of £100. 

Northamptonshire County Council. 
and Dist. M.O.H., £800. 

Nottingham City.—Res. Med. Supt. 
City Institution, £1100-£1400. 


H.P. and H-S., 
M.O.H. 
of City Hosp. and M.O. of 


—Sen. Asst. County 


Paddington Green Children’ ‘8 Hosp. , W.—Anesthetist, £25. 
Also H.P. and is. each at rate of £150. 

Portsmouth Royal Hosp.—H.8., at rate of £130. 

Queen’s Hosp. for Children, Hackney-road, E.—Asst. Surgeon 


Also M.O. for Whooping-cough Clinic, 1 guinea per session 

Radium Beam Therapy Research, 16, Riding House-street, W.— 
Res, Asst. M.O., at rate of £150. (Non-Res., £250.) 

Rhondda Urban District Council.—Asst. M.O., £500. 

Royal Air Force Medical Service.—Commissions. 

Royal Free Hosp., Gray’s Inn-road, W.C.-—-Asst. M.O. for V.D. 
D Jept., £300. Also Anzesthetic Registrar, £100. 

Royal National Orthopedic Hosp. , 234, Great Portland-street, W.— 
Three Surg. Regs., each £105. 

Royal Naval Medical Service. —Medical Officer 


Royal Northern Hosp., Holloway, N.—Res. M.O., £310. Also 
1.P., at rate of £70. 

St. Bartholomew’s Hosp., E.C.—Physician to Psychological 
Dept. 

St. Mary's Hosp., W.—Obpstet. Registrar, £100. 

St. Mary’s Hosp. for Women and Children, Plaistow, E.—Res.. 


Surg. 
tively. 
Southampton County Borough Education Committee.—Part -time 
Psychiatrist, £300. 
Staffordshire Mental Hosp.—Res. Asst. M.O., 
Stirling District Mental op. Larbert.—Jun. 
Swansea County Borough Mental Hosp.—Asst. 
Tilbury Hosp.—H.38., at rate of £140. 
ag pa Clayton Hosp. —H.S., at rate of £200. 


O. and Res. H.P., at rate of £155 and £150 respec- 


£530. 
Asst. M.O., £300. 
M.O., £400. 


tw Hosp., Hammersmith, W.—Res. Asst. Surgeon, 
£206 
Westminster Hosp., Broad Sanctuary, S.W.—Radiologist. 


The Chief Inspector of Factories announces vacancies 


Certifying Factory Surgeons at Bedworth (Warwick) 





for 
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NOTES, COMMENTS, AND ABSTRACTS. 





EFFECT ON WOMEN OF A COURSE OF 
‘“*KEEP FIT’ PHYSICAL EXERCISES 


By PEARSE WILLIAMS, M.D., F.R.C.P. 
PHYSICIAN TO THE WILLESDEN GENERAL HOSPITAL AND THE 
CHILDREN’S HOSPITAL, PADDINGTON GREEN ; MEDICAL 
ADVISER TO THE POLYTECHNIC, LONDON; AND 
Dorotuy C. CLARK 


DIPLOMATE OF THE BEDFORD PHYSICAL TRAINING COLLEGE ; 
SENIOR INSTRUCTRESS, PHYSICAL EDUCATION DEPARTMENT, 
THE POLYTECHNIC 


Mvcn attention is now being paid to the health 
and physical development of the nation, especially 
the younger generation. Facilities for games and 
outdoor recreation are being provided, and more time 
is to be spent on physical education in schools and 
other educational institutions. 

Between September, 1936, and April, 1937, we 
studied the effect of a course of physical exercises 
of a special type, termed ‘‘ Keep Fit ’’ exercises, on 
women attending evening classes at the Polytechnic, 
Regent-street, London. This institute has always 
followed the teaching of its founder, the late Quintin 
Hogg, that physical well-being is part of man’s 
natural needs and an essential part of his full develop- 
ment as a useful citizen. Physical education, games, 
and athleties have always been given prominence 
among its extensive educational facilities. 

The principles of the Keep Fit exercises, started 
in 1936, were: 

(1) No apparatus is used. 

(2) No complicated exercises are taught. 

(3) A musical accompaniment is provided to assist 
in maintaining rhythm, 

(4) Exercises given are varied frequently but follow a 
table which provides for activity of all groups of muscles. 

(5) The simplicity of the exercises, their variety and 
the fact that an hour of this work is not exhausting, 
encourages attendance. 

The following is a skeleton table of exercises for 
one hour (Table I): 

TABLE I 


1. Free running. 12. Rotatory trunk move- 
2. General loosening move- ments, 
ments. 13. Balance exercises. 
3. Bigfree trunk movements. 1!4- Breathing exercises, to 
4. Arm exercises. . teach correct breathing. 
5. Springing foot movements, !5- Strong dorsal movements. 
p- SF & : * 16, General free movements. 
6. Head exercises. 17. Strong abdominal exer- 
7. Lateral trunk movements. cises, 
8. Foot exercises done with- 18. General relaxing move- 
out shoes, ments. 
9. General activity. 19. A group of skipping exer- 
10. Easy abdominal move- cises (a very strenuous 


ments. 
11. Hip mobilising. 


form of exercise) as a fina! 
voluntary effort. 
Variety, experiment and progress, controlled by 
experienced teachers, is the aim of the work, and this 
form of training should not be confused with the few 
stereotyped exercises, often ill-chosen, which may be 
demonstrated in popular journals, or by wandering 
seaside troupes, or taught under extravagant titles. 
RESULTS 

The study we have undertaken has been carried 
out in order to guide one of us (D. C. C.) in developing 
the exercise work and to help us in selecting and 


devising groups of exercises likely to be most 
beneficial. 


At the beginning of the 1936 session volunteers 
were invited for medical examination at the com- 
mencement and end of the course. These volunteers 
have been divided into two groups: (a) novices, 
who had done no regular gymnastic work since 





leaving school; and (b) the previously trained, 


who had attended gymnastic classes with some 
regularity. The majority of the second group 


also played games and entered into other athletic 
activities. We shall refer to them as Group A 
and Group B. Each volunteer was given a 
questionnaire form, on which she ‘recorded her 
physical activities at school and afterwards, her 
previous illnesses and present health, and other data. 
The scope of the questions was purposely wide. On 
attendance for examination a series of measurements 
was taken, and the eyes, ears, nose and throat, 
heart, lungs, and abdomen were examined. The 
blood pressure and pulse-rate were recorded and the 
urine tested. The general physical development was 
noted, as was the build, posture, and carriage. Nearly 
all were re-examined at the end of the course. 

The occupation of most of the 26 women re- 
examined was sedentary. None were under eighteen 
years of age, and those between the ages of twenty 
and thirty formed the majority ; but 3 were over 
forty and benefited from the active exercise. The 
number above average weight at first examination 
was 7, while 11 were below the average. It will be 
seen from Table II that a slightly larger number 
gained than lost weight, the tendency of moderate 
exercise being to lead to an increase of weight. 


TABLE II 


- Group A. Group B, Total, 
Weight gained up to 8 Ib. 8 6 14 : 
Weight lost upto 8 Ib. .. 5 5 10 
Weight stationary 7 1 1 2 


The circumference of the chest was taken at 
inspiration and expiration both above and below 
the breasts, and spirometer capacity was also 
measured. In those who lost weight the upper 
measure decreased. Spirometer capacity was 
measured in 19 women, and was found to have 
increased in 14 (9 in Group A and 5 in Group B) ; it 
gives a more correct record of increased capacity 
and enables the use of the diaphragm and abdominal 
muscles to be assessed. We believe that more atten- 
tion will have to be given to a proper use of all the 
muscles concerned in respiration and we are develop- 
ing exercises for this purpose. 

Changes in other measurements were as shown in 
Table IIT. 

TaBLeE III 


— Group A. Group B. Total. 

Circumference at— + _ + - + - 

Umbilicus .. ee 3 10 4 5 7 15 

Hips _ =a 6 6 8 4 14 10 

Thigh at groin we 12 2 8 2 20 4 

Thigh at middle .. 11 2 9 2 20 4 

Calf oe oe 4 6 7 2 11 8 

Upper arm.. ee 4 4 6 3 10 7 
; = increase, —_ <> decrease, 


In the majority the trunk measure decreased, 
owing to improved tone in the muscles of the belly 
and back and slightly also to loss of fat. The hip 


and thigh measurements increased in the greater 
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number, often by as much as 2} in.; this was due 
to increased bulk of muscle and increased tone. It 
is certain that if work of this nature and more active 
exercise becomes generally popular the fashion for 
narrow hips will have to disappear. 

It will be noted that Group A showed more change 
than Group B, as was to be expected. 

Each volunteer was asked for her opinion on the 
work and its effect on her health; all spoke of the 
increased sense of well-being and vitality, and none 
had found the work too fatiguing or strenuous. 
Only 1 of the 26 re-examined had been ill with 
influenza during the epidemic of 1936-37. One of 
us (P W.) was impressed by the general improvement 
and by the alertness and interest shown. The 
majority were enthusiastic as to the benefit they had 
received, and proposed to return for further courses. 
The two most senior, aged 47 and 50, were among 
this number. 

COMMENT 


We believe that many medical men have no real 
personal knowledge of modern physical training 
methods and ideals. This is due probably to lack 
of such training at school and the unfortunate back- 
wardness of the public schools generally in recognising 
the need for trained teachers and in allocating enough 
time to such work. The lack of demand for, men 
teachers in the past is likely to show itself now in 
an insufficient supply of trained and experienced men 
to fill the new posts. Women teachers are and have 
been better catered for because of the morei ntelligent 
view of the subject taken by girls’ schools generally. 

One of us (P. W.) recently visited, at the invitation 
of the commandant, the Army Physical Training 
School at Aldershot to see the different types of work 
being carried on there and to obtain ideas as to 
suitable exercises to be included in the Keep Fit 
classes. The modern outlook and atmosphere of 
enthusiasm of the School is very stimulating to the 
medical man interested in physical well-being. Much 
of the work done there is suitable for children and 
young adults of both sexes. 

In conclusion we wish to enter a strong protest at 
the continued reference to this subject as ‘ physical 
jerks.” 

SUMMARY 

Twenty-six women have been examined before 
and after a course of simple physical exercises. An 
improvemeat in general health is shown and increased 
physical development, especially in the use of the 
respiratory muscles and the capacity of the chest. 

Our thanks are due to Mr. D. Humphrey, director of 
education, and Major W. B. Marchant, superintendent 
of physical education at the Polytechnic, for facilities to 
do this work, and to Colonel Wand Tetley, of the Army 
School at Aldershot, for the opportunity of seeing the 
modern technique used in the Army. 





CECIL HOUSES 

THE Queen Anne dwelling, 35, Devonshire-street, Holborn, 
which was opened 10 years ago as the first of the Cecil 
Houses for Women, has finally succumbed to “fair wear 
and tear,’’ and in its place now stands a pleasant red- 
bricked building with blue tiles, bright curtains, and gay 
paint, which will be officially opened on Thursday, Oct. 7th, 
at 3p.m. Matchsellers, newspaper vendors, charwomen, 
waitresses, all sorts and conditions of hard-working but 
homeless women, will once more find there a comfortable 
lodging at a price they can pay—a shilling a night for a 
good bed, hot bath, hot tea, and bread and butter night 
and morning. No questions are asked at a Cecil House, 
but those needing help and counsel will have every assist- 
ance. Invitations to see this lodging house may be had 
from the hon. organising secretary, Cecil Houses (Inc.), 11, 
Golden-square, London, W.1. 





BIRTHS, MARRIAGES, AND DEATHS 


[oor, 2, 1937 


Births, Marriages, and Deaths 


BIRTHS 

BRAMWELL.—On Sept. 23rd, at Baguley House, Cheshire, the 
wife of Dr. John Crighton Bramwell—a son. 

CROOKE.—On Sept. 25th, at a London nursing-home, the wife 
of Dr. Carleton Crooke, of Grange Hill, Chigwell, Essex— 
a son. 

GURNEY.—On Sept. 23rd, the wife of Dr. T. R. V. Gurney 
—a son. 

LLoyp.—On Sept. 24th, at Towyn, Merionethshire, the wife of 
Dr. J. H. Marshall Lloyd—a daughter. 

MACDONALD.—On Sept. 22nd, at Mariani, Upper Assam, the 
wife of Dr. George Macdonald—a son. 

MARRIAGES 

DOBBIN—-TURREFF.—On Sept. 23rd, at St. Peter’s, Wrock- 
wardine, Salop, Leonard W. B. Dobbin, M.B., to Margaret 
Turreff. 

HINES—GRAHAM-SNOOK.—On Sept. 18th, at St. Nicholas’s, 
Great Kimble, Bucks, Geoffrey Conway Hines, B.A., of 
Wincham Hall, Cheshire, to Sheila Graham-Snook, B.Sc., 
M.B., of Cradle Combe, Princes Risborough. 

LISTER——-PRYOR.—On Sept. 21st, at St. James’s Church, Thorley, 
Arthur Lister, F.R.C.S., to Margaret Emily Pryor. 

RITCHIE—ScotTT.—On Sept. 25th, at the Church of St. Martin, 
Ludgate, Thomas Harold Wilson Ritchie, M.D.,to Margaret 
Helen Scott, M.B., daughter of Mr. and Mrs. William Scott, 
of Upper Hartfield, Sussex. 

DEATHS 

ALpous.—-On Sept. 27th, at Harrow, George Frederick Aldous, 
F.R.C.S. Edin., aged 76. 

DONALD.—-On Sept. 22nd, at Tilford, Farnham, David Donald, 
M.D. Glasg., in his 83rd year. 

GREIG.—On Sept. 20th, at Flore, Northamptonshire, Lila 
Stephenson Greig, M.B. Glasg., D.P.H. Camb., late Assistant 
Medical Officer, Northants C.C. 

Hoop.—On Sept. 20th, at Blairgowrie, Perthshire, Thomas 
A. F. Hood, M.B., C.M. Edin. 

TIPPING.—On Sept. 22nd, in London, Henry Hubert Tipping, 
M.R.C.S. Eng., in his 68th year. 

N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths. 








CoRRIGENDA: Internal Pneumolysis.—A sentence about 
fifteen lines from the end of the leading article on internal 
pneumolysis (p. 749 of our last issue) should read as 
follows :—If there is no evidence of cavitation, and adhe- 
sion section is likely to be a hazardous procedure, either 
from the size or the situation of the bands, it is best to 
leave them alone. 

Inoculation of Leprosy into Syrian Hamster.—In Prof. 
Adler’s letter appearing in our issue of Sept. 18th is a 
mistake for which we were inadvertently responsible. It 
is stated that three animals were inoculated on July 23rd, 
1937, and that next day a hard mass was found under one 
of the mamme of one of them. The lump was in fact 
discovered on August 24th, not July 24th. 


THE LANCET 100 YEARS AGO 


September 30th, 1837, p. 22. 

From the obituary notice of Dr. Uwins. 

THE very amiable and generally-known physician, 
Doctor Uwrns, has departed this life within the last 
fortnight. He has left behind him a good domestic name, 
two or three family-medicine books, a theory that all men 
were, at times, insane—which theory, however, the worthy 
doctor never himself verified by the perpetration of any 
very extravagant act,—an anonymous article in the 
Quarterly Review—an extraordinary accident in his career, 
on the fame of which his organ of approbation kept plump 
for twenty years,—an allopathic carriage, and an homeo- 
pathic corn-bin. He considered Sir Henry HAtrorp 
to be the first physician of the day, and himself the second. 
They were about of a size. He was esteemed by his 
friends, and meant to do some good in the world, but 
nature denied the means on an ambitious scale. In 
person and dress, he had the cut of ‘‘ the old school,” 
and described himself with precision when he announced 
at the London Medical Society that he was “ a slave to the 
tea-pot.”” He was partial to controversy, and often 
attended the medical debating societies, but was afflicted 
with impediments in his brain and his speech, which 
prevented him from collecting ideas first, and giving 
utterance to them afterwards. To cure the former, he 
always spoke with his eyes shut, to abstract his mind from 
external objects. 
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